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ABSTRACT 
 
The purpose of this study was to explore and describe the perception of nurses 
about the implementation of focused ante-natal care services in nine district health 
facilities of Dar es Salaam. Quantitative, explorative and descriptive research was 
conducted to determine how the implementation of the focused ante-natal care 
guidelines was perceived by nurses who provided midwifery health care services. 
Data collection was done using a structured questionnaire. A simple random 
sampling method was used to select the respondents. The study sample comprised 
of nursing officers (n=50), nurse midwives (53) and public health nurses (40). The 
SAS/Basic and SAS/STAT version 11.1 was used to analyse data. Validity was 
ensured and the Cronbach’s coefficient reliability test was 0.86.The findings revealed 
that the greatest area of concern was the shortage of human and material resources 
for successful implementation of focused ante-natal care to pregnant women and 
unborn children. 
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CHAPTER 1 
 
Orientation to the study 
 
 
1.1 INTRODUCTION 
 
Tanzania is one of the poorest countries in the world with a Gross Domestic Product 
(GDP) per capita of USD260 in 2002 (Tanzania 2004a:2). The annual population 
growth rate, according to a census conducted in 2002, was 2.5% (Tanzania 2005:1-
2). Dar es Salaam is the largest city in Tanzania with a population estimated around 
2 500 000. It is also the country’s richest city and important economic and industrial 
centre regionally (Wikipedia the free encyclopaedia 2006:1). The rapid population 
growth has negatively affected the fulfilment of basic reproductive and child health 
needs that are offered in three municipal districts in Dar es Salaam, namely Temeke 
which is the largest, followed by Kinondoni and Ilala respectively. Temeke has 53 
health facilities providing ante-natal care services to pregnant women; Kinondoni 55 
and Ilala have 46. The less than five years old mortality rate has increased from 137 
per 1 000 live births in 1996 to 147 per 1 000 in 1999. The infant mortality rate has 
increased from 88 to 99 per 1 000 live births in 1996 and in 1999 respectively. The 
neonatal mortality rate in 1999 was 40 per 1 000 live births. These figures seem to 
indicate that maternal and child health services are inadequate and of poor quality 
(Tanzania 2005:2).  
 
In the United States of America (USA), the statistic is 12 deaths per 100 000. Most of 
the maternal deaths in the world, namely 55% occur in Asia, accounting for 61% of 
the world’s deaths (WHO 2007a:3). In Tanzania the statistic is 579 per 100 000. In 
South Africa the maternal mortality rate in 2002 was reported as 170 to 200 per 100, 
000 (Moodley 2003:30). This therefore displays Tanzania as amongst the leading 
countries with a disturbingly high maternal mortality problem. The WHO Department 
of Making Pregnancy Safer (MPS) helps to improve maternal health and assists 
countries in Africa to ensure skilled care before, during and after pregnancy and 
childbirth. It also strengthens national health systems in order to achieve the 
Millennium Development Goals 4, 5 and 6. The main goal is to reduce newborn 
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mortality and maternal mortality significantly by 2015 (WHO 2009a:1). One of the 
strategies to achieve this goal was to improve the rendering of ante-natal care 
services whereby the WHO introduced a new model commonly known as focused 
ante-natal care (FANC). FANC emphasises actions known to be effective in 
improving maternal and neonatal health, excludes other interventions that have not 
proved to be beneficial, and improves the information component, especially alerting 
pregnant women of potential health problems and instructing them on appropriate 
responses (Langer, Villar, Romero, Nigenda, Piaggio, Kuchaisit, Rojas, Al-Osimi, 
Belizán, Farnot, Al-Mazrou, Carroli, Ba'aqeel, Lumbiganon, Pinol, Bergsjö, 
Bakketeig, Garcia & Berendes 2002:5). Tanzania accepted the implementation of 
FANC from 2002. 
 
1.2 BACKGROUND INFORMATION ABOUT THE RESEARCH PROBLEM 
 
 In spite of the high ante-natal attendance of pregnant women in various health 
facilities in Tanzania, the maternal mortality rate is still high. The proportion of births 
attended by skilled personnel dropped from 44% in 1991-92 to 36% in 1999. Out of 
98% of women attending ante natal clinic, only 44% delivered at a health facility 
(Tanzania 2005:6).  Between 1978 and 1984 the percentage of mothers who 
delivered at a health facility increased from 53% to 60%, which seems to be a small 
increase (Karungula 1992:113). The Ministry of Health, in line with the guiding 
principles of the World Health Organization (WHO), Africa Region and Tanzania 
Health Sector Reform embarked on a reproductive and child health strategic plan to 
improve the quality of life of women and adolescent mothers from 1998 in all its 
regions. This is also in line with the 4th and 5th
 
 Millennium Development Goals of 
improving maternal and child health. 
The objective of Millennium Development Goal 4 (MDG 4) on child health is to 
reduce the death rate of children less than five years by half. Such reduction will 
save more than 40 million children by 2015 (WHO 2007a:1). The aim of Millennium 
Development Goal 5 (MDG 5) is to reduce the maternal mortality rate by 75% and 
achieve universal access to reproductive health care by 2015. The global maternal 
mortality ratio is 400 maternal deaths per 100 000 live births versus 430 in 1990. 
This average annual decrease of less than 1% seems to be far below the 5.5% 
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annual decline which is required to achieve the MDG 5 on maternal health. In Sub-
Saharan Africa where the maternal mortality is the highest, the annual decline has 
been 0.1%. Although the picture is gloomy, there is a sense of progress backed by 
an increase in the uptake of care during pregnancy and childbirth (WHO 2008a:1). 
This has been facilitated by the best possible ways to achieve the 5th
 
 Millennium 
Development Goal as suggested by the WHO, International Confederation of 
Midwives (ICM) and International Federation of Gynaecology and Obstetrics (FIGO). 
Its aim is to make sure that all women and newborns have access to skilled care 
during pregnancy, childbirth and the post-natal period. Skilled care refers to care 
provided to a pregnant woman during pregnancy, child birth and the post-natal 
period using the appropriate facilities and support in the health system (WHO 2004: 
1). According to the WHO, ICM and FIGO, skilled care is provided by a skilled 
attendant who is an accredited health professional like a midwife, doctor or nurse 
(WHO 2005a:1). 
In the Dar es Salaam district health facilities a total of 560 nurses provide mother 
and child health services. Nurses and midwives play a central role in health service 
delivery. They also play an important and cost effective role in reducing excess 
mortality, morbidity and disability and in promoting healthy living among children 
(WHO 2007a: 54). It is against this background that nurses in Tanzania were the first 
cadres to be trained in the focused ante-natal care services. International 
organisations like the United States Agency International Development (USAID) in 
Tanzania, in partnership with the Ministry of Health, strengthened the training of 
nurses in the focused ante-natal care services. A total of forty four (44) nurse tutors 
were trained in focused ante-natal care services. The training and facilitation skills on 
the module were done in twenty one (21) nursing schools. Fifty (50) clinical 
preceptors from twenty seven (27) health facilities where students do their clinical 
practice were trained in the focused ante-natal care model (JHPIEGO 2005: 1). The 
categories of nurses providing ante natal care at the District health facilities in Dar es 
Salaam are nursing officers who are diploma holders in general and midwifery 
practice. They undergo a four (4) year nursing programme from an accredited school 
of nursing and are registered with the Tanzania Nurses and Midwives’ Council 
(TNMC). Ante natal care is also provided by the enrolled nurse midwives who 
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undergo a three (3) year general and midwifery nursing programme and become 
certificate nurses on completion of training. They are enrolled with TNMC.  
 
 A precise report on different categories that were trained in FANC is presented in 
Table 1.1.  
 
Table 1.1 Nurses trained in focused ante-natal care services in Dar es 
Salaam health facilities  
 
DISTRICTS NURSES TRAINED NUMBER 
Kinondoni Nursing officers (RN) 7 
Public health nurses 14 
Nurse midwives (EN) 3 
MCH aiders 17 
Total 41 
Ilala Nursing officers (RN) 5 
Public health nurses 10 
Nurse midwives (EN) 4 
MCH aiders 15 
Total 34 
Temeke Nursing officers (RN) 10 
Public health nurses 20 
Nurse midwives (EN) 15 
MCH aiders 13 
Total 58 
Grand total 133 
 
 
The last category under nurses is that of public health nurses, they study community 
health, maternal and child health at certificate level for two (2) years. The maternal 
and Child Health Aiders (MCHA) provide ante natal care, because they are trained in 
family planning, reproductive and maternal and child health services to try and 
overcome the shortage of staff especially in rural areas. Duration of their training is 
two years (2). MCHA did not form part of the study. 
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1.3 RESEARCH PROBLEM 
 
Focused ante-natal care involves a number of programmes such as Intermittent 
Prevention Treatment (IPT) of malaria, use of Insecticide Treated Nets (ITNs), 
Individualised Birth Plan (IBP) and Syphilis screening. Other interventions include 
Prevention of Mother-to-Child Transmission (PMTCT) of HIV/AIDS (Human Immuno-
deficiency Virus/ Acquired Immuno-Deficiency Syndrome), training of nurses, training 
materials, orientation of supervisors and health care providers, particularly nurses in 
focused ante-natal care services. This training is currently running in the country 
(Tanzania 2005: 6).  
 
The training programme on focused ante-natal care services utilises the learning 
approach which is competency-based. This approach focuses on the specific 
knowledge, attitudes and skills needed in the provision of ante-natal care. 
Competency-based learning is learning by doing as it emphasises how to perform a 
skill. The trainer assesses the participant’s competency by evaluating overall 
performance. 
 
The training and learning participation methods are presented through lectures, 
group discussions, case studies, role plays, simulated practice and using the 
anatomical model. Guided clinical activities involve assessing and providing care for 
pregnant women who attend ante-natal care services. Some of the methods 
commonly used include games, brainstorming and demonstrations.  
 
Training materials and equipment include the orientation package for service 
providers (Focused Ante-Natal Care, malaria & syphilis in pregnancy) and a checklist 
of ante-natal care (job aid for Focused Ante-Natal Care, malaria & syphilis). It also 
includes the Ministry of Health National guidelines for syphilis and Intermittent 
Prevention Control for malaria. For classroom activities facilities such as the 
overhead projector, LCD projector for power point presentations, flip charts and 
marker pens are used. Clinical activities require pregnancy calculators, ante-natal 
record cards, ante-natal care statistics books, ante-natal care registers and 
anatomical models. Items for the infection control demonstrations include mainly 
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soap, antiseptic, hand cleanser, gloves, plastic aprons, instruments like cheatle 
forceps, needles and syringes, plastic buckets and chlorine solution. 
 
The evaluation tool for the training programme is the pre-course knowledge 
assessment questionnaire given to participants to fill in before commencing with 
training. This includes the checklist for ante-natal care history taken, physical 
examination done and course evaluation form. The course evaluation form is 
completed by each participant at the end of training. Focused ante-natal care 
services proved successful in various studies done in four developing countries of 
Africa (south of the Sahara) which are Ghana, Kenya, Zambia and Uganda. In 
Uganda for example, the results showed that most women were satisfied with ante-
natal care service implementation, especially in areas such as information on labour, 
delivery, family planning, pregnancy complications and emergency procedures. 
Women and service providers accepted the new ante-natal care model. It became 
clear that the safety of fewer visits for women without complications with longer 
spacing would have to be reinforced during implementation of the focused ante-natal 
care services (Tann, Kizza, Morrison, Mabey, Muwanga, Grosskurth & Elliot 2007:2).  
 
Scientific evidence deduced that reduced visits do not have adverse effects on the 
outcome of pregnancy (Baldo 2001:1046; Langer, Villar, Romero, Nigenda, Piaggio, 
Kuchaisit, Rojas, Al-Osimi, Belizán, Farnot, Al-Mazrou, Carroli, Ba’aqeel, 
Lumbiganon, Pinol, Bergsjö, Bakketeig, Garcia & Berendes 2002:1). In Kenya, 
Birungi and Onyango-Ouma (2006:5) conducted a study in two intervention districts 
(Lugari and Siaya districts). Results from one comparison district showed that both 
health care providers, who are nurses in this instance, and patients accepted the 
focused ante-natal care services. However, challenges to full implementation such 
as inadequate provider knowledge, training and infrastructure problems were 
identified. Therefore, this study seeks to determine how nurses perceive the 
implementation of focused ante-natal care services, as fewer studies were 
conducted in this regard. 
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1.3.1 Statement of the research problem 
 
 
In 2002 the Ministry of Health in Tanzania developed a national adaptation plan 
based on the new model called focused ante-natal care as guided by the WHO. In 
Dar es Salaam municipal districts, focused ante-natal care was implemented soon 
after nurses received the two weeks training. This was a very slow process and was 
still in its infancy. A study done in 2006 in Mtwara Coastal Region of Tanzania (Von 
Both, Flepa, Makuwani, Mpembeni & Jahn 2006:1-2) explored how much time health 
workers spend on ante-natal care services in preparation for the implementation of 
the focused ante-natal care model. It was expected by the researchers that the time 
spent with a pregnant woman should be 40 minutes. The study findings showed that 
46 minutes were spent with a pregnant woman, which was seemingly not a 
significant difference. The conclusion of the study was that an additional investment 
in human resources might be needed before implementing the focused ante-natal 
care services. Questions to be addressed were:  
 
• What are the perceptions of nurses about the FANC model, as they are the ones that 
are expected to implement it? 
•  What are the implications for nursing practice, education and research about the 
introduction of the focused ante-natal care services in Tanzania?  
 
It therefore became necessary to first investigate what the perception of nurses is 
about the implementation of the focused ante-natal care services in the health care 
district system of Tanzania in order to facilitate ownership of the programme and 
effective implementation. 
 
So far no study has been conducted in any of the health facilities in Tanzania to 
investigate what the perception of nurses is concerning the implementation of the 
focused ante-natal care services, what challenges and problems are experienced or 
how they are, if any. It is still new ground for research. It is beneficial to evaluate a 
new programme so as to further identify its pros and cons with the aim of improving 
the quality of child and maternal health services. It is therefore imperative for nurses 
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to follow the implementation guidelines that are based on health promotion and 
disease prevention goals, because the assumption is that when followed properly 
quality ante-natal care service is assured to the pregnant woman. This is in line with 
Millennium Development Goal number 5 (MDG 5) on improvement of maternal 
health. The MDG 5 goal was translated into two targets, namely to reduce the 
maternal mortality ratio by three quarters and to achieve universal access to 
reproductive health by 2015 (WHO 2005a). The focused ante-natal care is one of the 
strategies which are to be utilised by nurses to achieve this goal. Against this 
background the research question for this study is: 
 
“What are the perceptions of nurses about the implementation of the focused 
ante-natal care services in district health facilities of Dar es Salaam? 
 
1.4 PURPOSE OF THE STUDY 
 
The purpose of this study is to determine the perception of nurses about the 
implementation of focused ante-natal care services in district health facilities of Dar 
es Salaam. 
 
1.4.1 Research questions 
 
The research questions for this study are: 
 
• What are the perceptions of nurses about the implementation of the focused ante-
natal care services? 
• Do nurses adhere to the focused ante-natal care guidelines during implementation?  
• Are there any problems/obstacles inhibiting the implementation of the focused ante-
natal care services? 
 
1.4.2 Research objective 
 
The objective of this study is to explore and describe the perception of nurses about 
the implementation of focused ante-natal care services.  
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1.5 SIGNIFICANCE OF THE STUDY 
 
The perception of nurses on the implementation of the focused ante-natal care 
services will help to identify whether there are any gaps in their knowledge, training 
and in the management of resources, equipment and facilities. When these gaps are 
identified, it will be possible for all the stakeholders to attend to them in order to 
strengthen and improve the quality of services to the pregnant mother and child. The 
intention is to contribute to the improvement of standards of education in maternal 
and child health in terms of the curriculum for the training of nurses on focused ante-
natal care services. The findings are aimed at strengthening management systems 
through quality supervision and budgetary controls by the Ministry of Health. 
Opportunities for further research studies using other modes of inquiry such as the 
qualitative paradigm will be made possible. It is the desire of the researcher that 
implementation of the findings should impact on reducing the high infant and 
maternal morbidity and mortality rates. 
 
1.6 DEFINITION OF KEY TERMS 
 
The conceptual and operational definition of concepts used in this research is 
provided as follows: 
 
1.6.1 Ante-natal care 
 
Ante-natal care is defined by the Kasongo project team (1984:173-183) as care 
received by a pregnant woman throughout the period of pregnancy to ensure that the 
woman and unborn child survive pregnancy and childbirth. This is accomplished by 
conducting routine visits and health assessments, risk categorisation and treatment 
or prevention of diseases.  
 
 In this study focused ante-natal care services refer to the care that is given to a 
pregnant woman from the time that conception is confirmed until the beginning of 
labour. The midwife will provide care to the woman and her family by sharing 
information with the woman to enable her to make informed choices (Fraser & 
Cooper 2007:251).  
 10 
 
 
1.6.2 Focused ante-natal care services 
 
The concept of the focused ante-natal care services is a model of preventive health 
care targeted at primary, secondary and tertiary prevention of diseases and 
pathological conditions during pregnancy and delivery. It is a model of care that is 
characterised by a series of health examinations done by health personnel to detect 
conditions in the pregnant woman and the unborn child which may threaten the 
pregnancy and its outcome. Decisions of how this care is planned and implemented 
are tailored according to the unique needs of each patient (WHO 2001:11). The 
ante-natal visits in FANC are reduced to four and these visits had been proved not to 
have any risks to effectiveness (Villar, Carroli, Khan-Neelofur, Piaggio & Gülmezoglu 
2001a:11).  
 
In this study the focused ante-natal care services refer to services provided by nurse 
midwives according to FANC guidelines provided by WHO (2001:11), which focus on 
assessment and actions needed to make decisions for each woman’s individual 
situation. At the clinics all women receive necessary care and monitoring of 
complications, which are focused on individual needs.  
 
1.6.3 Implementation 
 
According to the Oxford Dictionary (2000:600) implementation means to make 
something that has officially been decided upon to start to happen or be used. It 
simply means to set in motion. Wikipedia Encyclopaedia explains further that it is the 
realisation, application or execution of a plan, idea, model, design, standard or 
policy. (Wikipedia, the Free Encyclopaedia online: 1st April 2007).  
 
In this study, nurse midwives in the context where the study is conducted, implement 
the strategy by carrying out the care plan, assisting the pregnant woman to meet the 
ante-natal care goal of a healthy mother and baby, facilitating coping, and continuing 
to collect data and documenting care rendered. Therefore implementation is 
describing how FANC is provided to pregnant women in order to achieve positive 
outcomes. 
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1.6.4 Model 
 
Freshwater and Maslin-Prothero (2005:365) define a model as a simplified 
representation of a phenomenon. A model is the way in which a researcher or 
scientist views and presents his or her material within a certain paradigm (Polit, Beck 
& Hungler 2001: 146). According to Polit and Beck (2008:141) a model is often used 
in connection with symbolic representations of some aspect of reality. It is a visual or 
symbolic representation of a theory or conceptual framework that helps to express 
abstract ideas in a concise and readily understandable form. Other authors view it as 
a symbolic representation of concepts or variables and the interrelationships among 
them (De Vos, Strydom, Fouche & Delport 2005: 9; Polit & Beck 2008:758). 
 
 For the purpose of this study a model refers to a programme or approach of care as 
implemented by nurse midwives when caring for a pregnant woman and the unborn 
child in a way that is focused and individualised.  
 
1.6.5 Nurse 
 
According to Tanzania Nurses and Midwives Registration Act No.12 of 1997 
(Tanzania 1997:4) “nurse means a person who has completed an approved nursing 
programme recognised for the time by the Council, registered and legally authorised 
to render services designed to promote health and prevent diseases; alleviate the 
suffering and rehabilitate the needy under this act”. The Oxford Dictionary (2000: 
801) defines a nurse as a person whose job it is to take care of sick or injured 
people. Nurses are also caregivers, persons who are entrusted with the welfare of 
those who cannot care for themselves. They are also examples of persons who are 
seen as models of self-care. The International Congress of Nursing (ICN) 
determined in 1985 that the term ‘‘nurse’’ should be reserved for a registered nurse 
(Cherry & Jacob 2001:43).  
 
 In this study, a nurse refers to nursing officers, nurse midwives and public health 
nurses who provide focused ante-natal care services to pregnant women in any of 
the facilities participating in the study. They have acquired the skills and knowledge 
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either because midwifery was part of their curriculum during their basic training 
programme or during arranged training in FANC. They are also registered with 
Tanzania Nurses and Midwives Council under Nursing Act No.12 of 1997 (Tanzania 
1997:8).  
 
1.6.6 Perception 
 
According to King (1981) cited in George (2002:243), perception is a process in 
which data is obtained through the senses and from memory. This data is organised, 
interpreted and transformed into reality according to each person’s world. Perception 
is a vital part of one’s personal system. It is a process of acquiring, interpreting, 
selecting and organising sensory information in a way that influences all behaviours 
of humankind. Perception resembles each person’s representation of reality. The 
Oxford Dictionary (2000:864) defines perception as the way in which one notice 
things, especially with the senses. This implies that different people will perceive the 
same phenomenon differently according to each one’s senses; be it the eyes that 
are looking or observing or touching by hands.  
 
In this study nurses are expected to perceive and express implementation of the 
focused ante-natal care services according to their own opinions, understanding and 
views.   
 
1.6.7 Patient 
 
According to Tomey and Alligood (2006:196) patient refers to a person who is 
suffering or sick and endures patiently. Somebody who is sick or well but having 
body changes like when pregnant and visits a health care facility is termed a patient.  
 
In the context of this study a patient refers to a pregnant woman.   
 
1.7 THEORETICAL FOUNDATION OF THE STUDY 
 
Theories in research attempt to make research findings meaningful and 
generalisable. They stimulate research and extension of knowledge by providing 
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both direction and impetus. Theories form the foundation or springboard for 
advancing knowledge and accumulation of evidence for practice (Polit & Beck 
2008:144-145). Theory in a study can be in the form of a theoretical framework. 
 
1.7.1 Theoretical framework 
 
The main construct of this study is about “perception”. A theoretical framework that 
deals with perception is relevant to the title of this study. King’s systems theory as 
cited by George (2002: 244) explains perceptions in terms of the open system, which 
in this study includes the nurses, midwives and patients. Perceptions of nurses from 
the internal system and the external system refer to the implementation of focused 
ante-natal care in caring for pregnant women and the unborn child. 
 
What one perceives as an individual is the personal system. Nurses interact with 
patients during provision of ante-natal care and as such perceptions about the care 
describe the interpersonal system. The social system is important on the part of the 
nurse and on the part of the patient, because they both belong to this system. How 
the nurse sees or perceives the implementation of focused ante-natal care will be 
influenced by social systems such as education, religious background and the health 
care system of the country nationally (George 2002:247).  
 
1.7.2 Assumptions 
 
Assumptions are basic principles that are assumed to be true based on logic and 
reason, without proof or verification (Mouton & Marais 1994:11; Polit & Beck 
2008:14-15). Sources of assumptions include universally accepted truths such as 
theories, previous research and nursing practice. In research studies, assumptions 
are embedded in the philosophical base, study design and interpretation of findings 
(Burns & Grove 2007:37). The recognition of assumptions by the researcher is 
strength and not a weakness. A positivist assumption says that there is a reality in 
every situation which exists with or without verification (Polit & Beck 2004:14). There 
is a logical way in which nurses perceive the implementation of the focused ante-
natal care service. The assumption is that what is not known is the actual description 
of the perception of nurses about the implementation of the focused ante-natal care 
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service (how far does it go, what does it cover and to what extent). Assumptions 
influence the logic of the study, and the recognition of assumptions leads to more 
rigorous study development. To this end ontological, epistemological and 
methodological assumptions were posited in this study. 
 
Ontological assumptions, according to Mouton and Marais (1994:11-12), refer to 
the study of being or reality. The ontological assumptions regarding reality underlying 
this study are that: 
 
• humans are unique in their perception of situations, 
• different people process data obtained through memory and senses and transform it 
into reality according to each one’s world. 
 
Epistemological assumptions are statements that embody the ideal of science, 
namely the quest for truth (Mouton & Marais 1994:14-15). In this regard, the 
epistemological assumptions are that:  
 
• asking questions can elicit an understanding of the perceptions that nurses have 
about the implementation of focused ante-natal care, 
• Imogene King’s systems theory as cited by George (2002:243) can provide a 
theoretical structure through which the empirical data on the phenomena of interest 
can be reduced and organised. 
• although it is difficult to ascertain when the truth has been attained, it is, however, 
necessary to strive for reality as close as possible to the real thing, 
• theories deductively generated from data are likely to offer insight, enhance 
understanding, and provide a meaningful guide to action, particularly for 
nurses/midwives to reduce the high morbidity, disability and mortality rates among 
pregnant women and unborn children. 
 
Methodological assumptions, according to Mouton and Marais (1994:15-16), 
concern what may be called the how of research, in other words, how should 
research be planned, structured and executed to comply with the criteria of science. 
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It refers to the logic of implementing scientific methods in the study of reality. 
Methodological assumptions regarding this study are that: 
 
• quantitative research is most often associated with precise measurement of 
phenomena and quantifications, often involving controlling designs (Polit & Beck 
2008:763), 
• quantitative studies allow for generalisability of the results, 
• quantitative research supports the collection of structured data with closed-ended 
type of questions, 
• explorative and descriptive research designs aim at portraying and exploring 
people’s views and perceptions of a particular phenomenon accurately, and 
• deductive reasoning guides a researcher to make logical predictions from general 
principles to be applied in specific contexts. 
 
Burns and Grove (2007:37) conclude that assumptions are embedded 
(unrecognised) in thinking and behaviour, and uncovering these assumptions 
requires introspection and a strong knowledge base in the particular field of study as 
it is purposed in this stud 
 
 
1.8 ETHICAL CONSIDERATIONS 
 
Ethics are standards used by groups of people, professionals and communities to 
measure rightness or wrongness of actions and behaviours, especially of 
researchers. Ethics also refer to moral principles, which ought to be considered. In 
research ethical considerations are principles that govern the process of research in 
order to safeguard humans, and they protect the rights of respondents under study 
or investigation. According to Polit and Beck (2008:168), various codes of ethics 
have been developed in response to human rights violations. The focus of ethics 
and/or ethical considerations therefore is to ensure that the respondents under study 
are kept from harm. Various professions have come up with codes of ethics and 
principles that safeguard clients or recipients of service. 
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Ethical considerations refer to procedures that are followed to protect the rights of 
the respondents, that of the institution and scientific integrity (Polit and Beck 
2008:170). These procedures include aspects such as informed consent, 
confidentiality, anonymity, respect, dignity, scientific integrity, right to refuse to 
participate in the study and permission to withdraw from the study. The researcher 
therefore considered the following principles throughout the research, namely 
beneficence, respect for human dignity, justice, anonymity, confidentiality, scientific 
integrity and avoidance of plagiarism in carrying out the research (Detailed 
discussions in chapter 3). 
 
 
1.9 RESEARCH DESIGN AND METHOD 
 
Research design is the overall plan for obtaining answers to the research questions 
being studied and for handling some of the difficulties encountered during the 
research process (Polit & Beck 2008:66). The research design for this study was a 
quantitative, explorative and descriptive design that sought to explore and describe 
the perceptions of nurses in Dar es Salaam district health facilities about the 
implementation of focused ante-natal care services. Quantitative, explorative and 
descriptive research was conducted to determine how the implementation of the 
focused ante-natal care model was perceived by nurses who provided midwifery 
health care services to pregnant women. Data collection was done using a 
structured questionnaire with the assistance of two volunteers who were trained in 
the data collection process. A simple random sampling method was used to select 
respondents. The research population comprised of nursing officers (n=50), nurse 
midwives (n=53) and public health nurses (n=40). Face and content validity was 
ensured. The Cronbach’s alpha reliability index was used to ensure reliability, which 
was 0.86 for this study. The SAS/Basic and SAS/STAT version 11.1 method of 
statistical analysis was used to analyse data with the help of a statistician. 
 
The details of the research design and method are discussed in Chapter 3. 
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1.10 STRUCTURE OF THE DISSERTATION 
 
The research report is organised according to five chapters. Table 1.2 presents the 
outline of the study. 
 
Table 1.2 Outline of the study 
 
Chapter Title Content description 
1 Orientation of the study Orientation to the study, research background, 
overview of the research problem, purpose, 
significance of the study, research design and 
methodology 
2 Literature review An in-depth review of the literature related to the 
topic under investigation to give the researcher 
information on what is published or discussed in 
the literature about the phenomenon 
3 Research design and methodology  Theoretical foundation and the overall plan and 
research procedures for addressing the 
research question, objectives including the 
ethical considerations, validity and reliability 
4 Data presentation, analysis and 
interpretations 
Presentation, analysis and interpretation of the 
research findings 
5 Discussions, limitations and 
recommendations 
Discussions, conclusions and recommendations, 
based on the research findings 
 
 
1.11 CONCLUSION 
 
In this chapter a brief outline of the steps that have been taken to conduct this study 
was presented. The introduction and background of the study highlighted the health 
status of the mother and newborn in the city of Dar es Salaam. A brief introduction of 
the background to the research problem in relation to the national and global 
problem of high infant and maternal mortality rates was presented. The significance 
of the study to clinical practice and impact on the quality of ante-natal care was 
highlighted. The research purpose and objectives, definition of key concepts, the 
theoretical foundation of the study and ethical considerations were indicated. The 
research design methodology and ethical considerations were also briefly 
introduced. 
 
Chapter 2 presents a discussion on the literature review. 
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CHAPTER 2 
 
Literature review 
 
 
2.1 INTRODUCTION 
 
Literature review is a systematic identification, location, scrutiny and summary of 
related published works to gain information about a research topic (Burns & Grove 
2007:33; Polit & Hungler 1996:460). The literature review, especially in quantitative 
studies, refers to an extensive, thorough and systematic examination of books on 
research, periodicals and monographs relevant to the research topic. It is a summary 
of theoretical and empirical sources to generate a picture of what is known and not 
known about a particular topic. Through the literature review researchers can 
discover what is known about the topic and compare or validate the findings of the 
present study. The literature review also covered the pertinent studies related to the 
topic of interest and provided essential background knowledge of similarities and 
differences between the present study and prior research (Burns & Grove 2007:137). 
The primary rationale for reviewing literature relevant to this study was to gain a 
background understanding of the information available on focused ante-natal care 
services. However, this is a new model that was introduced in district health facilities 
of Dar es Salaam in 2002 in order to improve the quality of maternal and child health 
services. Consequently not much has been published as yet, except for literature 
and reports written by the WHO on the internet. The literature review in this study 
included discussions on ante-natal care services in four African countries, focused 
ante-natal care services in six African countries, the district health system in 
Tanzania and lastly the conceptual framework. 
 
 
2.2 ANTE-NATAL CARE SERVICES 
 
Ante-natal care is the care that a woman receives during pregnancy, which helps to 
ensure healthy outcomes for women and newborn babies (WHO/UNICEF 2003). 
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Ante-natal care provides a chance to interact with a pregnant woman so that the 
woman can make appropriate choices and decisions that will contribute to optimum 
pregnancy outcome and care of the newborn (Anya, Hydara & Jaiteh 2008:2). Ante-
natal care is named as one of the pillars of the Safe Motherhood Initiatives. 
Retrospective studies done in Ethiopia, India, Nigeria, Senegal and Zimbabwe 
discovered that a lack of ante-natal care was an important risk factor for maternal 
deaths (Bloom, Lippeveld & Wypij 1999:38). However, findings of a study done by 
Gerein, Mayhew and Lubben (2002:176) reflect that although ante-natal care is one 
of the best strategies to improve maternal health, it has been challenged by critics 
that ante-natal care is not based on scientific evidence and as such does not 
appropriately meet the needs of pregnant women. In Britain, after 1970, initiatives 
were taken to return ante-natal care services to primary health care settings. This 
was because communities were dissatisfied with hospital ante-natal care services 
which were characterised by monthly ante-natal visits up to 28 weeks of pregnancy, 
fortnightly visits to 36 weeks and weekly visits thereafter. At the primary health care 
facilities there was better communication between the nurse and the pregnant 
woman and there was consumer satisfaction (Wood 1991:26). 
 
The traditional method is also characterised by risk, an approach that classifies 
which women are more likely to experience complications and assumes that more 
visits mean better outcomes for the mother and the baby. However, many women 
who have risk factors will often not develop complications, while women without risk 
factors may do so (Baldo 2001:1046; Kasongo Project Team 1984:173). The 
traditional visits to ANC include routine activities like weighing of the pregnant 
woman that has no clinical bearing on her and the newborn (Wood 1991:26; 
JHPIEGO 2001:2). Rush and Entman (1993:647), state that pre-natal care is 
plagued by patients that receive limited, late, or no prenatal care which results in a 
high percentage of premature births. The said challenges led to various randomised 
trials done by the WHO, aiming at examining the relationship between ante-natal 
care utilisation and maternal health outcomes (Bloom et al 1999:38-48). The aim of 
the trials was not just to reduce the number of the visits, but to implement only those 
activities proven to be effective. The frequency and timing of the visits can be 
planned according to the woman’s condition and needs (Villar et al 1993:688-693). 
Villar et al (2001a:1551) reviewed trials on ante-natal care and concluded that a 
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reduction in the number of ante-natal visits can be implemented without any increase 
in adverse biological maternal and peri-natal outcomes. Langer et al (2002:1) 
conclude that women and health care service providers accepted the new ante-natal 
care model which is focused ante-natal care service.  
 
The WHO adopted the maternal and neonatal health programme which emphasises 
quality over quantity in ante-natal visits. The approach of the programme of ante-
natal care is focused visits with a skilled provider. In the context of this study the 
provider is the nurse, aiming to ensure the healthiest possible outcome for every 
mother and baby (JHPIEGO 2001:1), which is the focused ante-natal care model. 
 
2.2.1 Approaches to ante-natal care (ANC) services in some African countries  
 
Traditionally ante-natal care programmes in most African countries have imitated 
those in developed countries. Too often programmes are poorly implemented and 
have little impact on the promotion of the health of mothers and newborns. It is only 
recently that many components of ANC have been rigorously evaluated with an 
intention to propose new methods that will work better, cheaper, faster and are 
evidence-based. The WHO has developed a focused ante-natal care package that 
includes counselling, examinations and tests that serve immediate purposes and 
provide proven health benefits (Stephenson 2005:1).  
 
Ghana 
 
Studies conducted by Nyarko, Birungi, Armar-Klemesu, Arhinful, Deganus, Odoi-
Agyarko and Brew (2006:1-2) report that the major causes of maternal deaths in 
Ghana do not differ much from other Sub-Saharan African countries. The direct 
causes include pregnancy related sepsis, ante- and post-partum haemorrhage, 
hypertensive disorders of pregnancy, unsafe abortion and complications of 
obstructed labour. The indirect causes include malaria, anaemia, malnutrition and 
opportunistic infections associated with HIV/AIDS. A skilled birth attendant (doctor, 
nurse or midwife) attends less than half 48 % of the births in Ghana. A substantial 
proportion 45% of pregnant women waits until the second or third trimester to seek 
ANC, when it is too late to take potential preventive measures for some 
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complications such as anaemia. By the start of the sixth month of pregnancy, 12% of 
Ghanaian women have not made a single ANC visit. The median duration of 
gestation at which the first ANC visit is made is four months. Worse still, an 
estimated 6 percent of women do not make a single ANC visit.  
 
Problems of availability, accessibility, coverage and quality of care limit the potential 
gains of ANC services. Of the 375 facilities surveyed in the 2002 Ghana Service 
Provision Assessment (GSPA), 88% offered ANC services. Seventy eight percent of 
these facilities provided ANC services on five or more days a week, and 18% offered 
ANC services once or twice a week. In addition, most clinics tend to be more 
specialised, offering ANC and other essential services on separate days. For 
instance, only 63 percent of the facilities offered both ANC and Tetanus Toxoid (TT) 
vaccination on the same day.  
 
Provision of family planning as a routine component of ANC was offered at 62 % of 
the facilities. Malaria prophylaxis was a routine component at 71 %, and anaemia 
and urine testing for protein was routinely included at 70 % of the facilities. Diagnosis 
and treatment for patients with STI symptoms without referring the client elsewhere 
was a routine component of ANC in only 44% of the facilities (Nyarko et al 2006:1-2).  
 
Most hospitals offered a specialised service, with only 18% including STI 
management in ANC. Voluntary Counselling and Testing (VCT) for HIV/AIDS and 
syphilis screening are clearly not yet a routine component of ANC in Ghana, with 
only 8% and 4% of facilities respectively including VCT and syphilis screening during 
ANC. Thus, even when pregnant women made ANC visits they were likely to receive 
poor quality services that were not comprehensive. Moreover, the “assembly line” 
approach to delivery of ANC services, whereby clients can see up to six different 
providers for various services and spend approximately six hours per visit, does not 
encourage proper monitoring or follow-up or continuity of care (Nyarko et al 2006:1-
2). Ghana Ministry of Health had to make some changes to improve the ante-natal 
care services. In view of these situations, the Ghanaian Ministry of Health started 
implementing focused ante-natal care services from 2001 to date. 
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Kenya 
 
Studies conducted by Birungi and Onyango-Ouma (2006:1-3) report that an 
estimated 414 women per 100 000 live births die as a result of pregnancy related 
complications, childbirth and sequelae in the postnatal period, making maternal 
death the leading 27% cause of death among women of the reproductive age. 
Moreover, the 2003 Kenya Demographic and Health Survey (KDHS) showed that 
over half of births in Kenya are delivered at home and without supervision by a 
health professional such as a doctor, nurse or midwife. Problems of malaria, 
anaemia, STD/HIV/AIDS and Tuberculosis (TB) have also contributed to the high 
maternal mortality ratio.  
 
The risk of Plasmodium falciparam malaria that is associated with maternal anaemia 
and peri-natal mortality is exceedingly high in some parts of the country, with a 
malaria parasitic prevalence of 45% in pregnant women. Only 40% of Kenyan 
women visit ANC clinics by the 24th week of pregnancy, thus delaying the start of 
malaria prevention and treatment. Most health workers are not aware that sulphur 
drugs (SP) are recommended during pregnancy and so are reluctant to administer 
them. Mothers report fear of miscarriage, congenital abnormalities, damage to the 
foetus, and side effects of sulphur-based drugs, which discourages them from using 
prophylactic medicines.  
 
The prevalence of HIV infection among pregnant women is 7.3 %, and an estimated 
50 000 to 60 000 infants are infected with HIV annually due to mother-to-child-
transmission. About 5 to 8% of the babies become infected with HIV during 
pregnancy through transmission across the placenta, while 10 to 20 percent become 
infected during labour and delivery; and another 10 to 15% become infected through 
breastfeeding. To promote the health and survival of mothers and babies, Kenya has 
adapted the WHO goal-oriented ante-natal care (ANC) package, popularly known as 
focused ANC (FANC). The Ministry of Health (MOH) has designed new guidelines 
for ANC services, placing emphasis on re-focusing ante-natal care, birth planning 
and emergency preparedness, and the identification, prevention and management of 
life threatening complications during pregnancy and childbirth. ANC visits are now 
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used as an entry point for a range of other services, thus promoting comprehensive 
integrated service delivery (Birungi & Onyango-Ouma 2006:3). 
 
South Africa 
 
A survey conducted in South Africa (SA), KwaZulu-Natal by Chege, Askew, Ndube-
Nxumalo, Kunene, Beksinska, Dalton, Snyman, Sturm & Moodley (2005:2), in this 
regard demonstrates evidence that access to maternity services is relatively good in 
South Africa. The findings revealed that 94% of pregnant women receive ante-natal 
care from a doctor or midwife, and the vast majority 84% has skilled attendance 
during delivery. However, maternal and infant morbidity and mortality rates remain 
high relative to other countries with a similar level of development. In the year 2000 
the infant mortality rate was 56/1,000 live births and maternal mortality was between 
175-200/100 000. There are striking differences in maternal mortality rates between 
racial groups, with African women accounting for the majority of deaths 92.6% 
compared to 4.4 %, 0.9 % and 0.7 % for Coloured, White and Indian women 
respectively. A number of avoidable factors, missed opportunities and quality of care 
factors account for a significant proportion of maternal and peri-natal deaths in these 
racial groups.  
 
Patient or community-related factors, such as not attending ante-natal care and 
delays in seeking help accounted for over half 54% of maternal deaths, and 42 % of 
deaths were due to health system factors, over half of which were provider-related, 
such as poor assessment and diagnosis, failure to follow standard protocols and 
poor monitoring of patients. The perinatal care survey found that 36% of peri-natal 
deaths were a result of patient-related factors, such as lack of attendance of ante-
natal care, late initiation of ante-natal care or infrequent attendance at ante-natal 
clinics. As many as 60% of maternal deaths were caused by factors that could have 
been detected and addressed during the ante-natal period, such as hypertension, 
ante- and post-partum haemorrhage, abortion, ectopic pregnancy, and pregnancy-
related sepsis. Failure to detect and address these causes in time was due to 
several factors such as the client seeking ANC services late in the pregnancy and 
poor management of the client at the health facility. To address and improve the 
quality of ante-natal care provided in its clinics, the Maternal Child and Women’s 
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Health (MCWH) Unit of the KwaZulu-Natal (KZN) Department of Health decided to 
review and revise the way it provides ante-natal care services. The focused ante-
natal care services have been implemented since 2001 (Chege et al 2005:2). 
 
Tanzania 
 
The following is a summary report documented in the Tanzania Ministry of Health 
and Social Welfare National Road Map strategic Plan (Tanzania 2008:1-3) on 
maternal and child health (MCH) services as established in Tanzania in 1974. In 
1975 the expanded programme of immunisation (EPI) was started to strengthen 
immunisation services for vaccine against preventable childhood illnesses. Safe 
Motherhood Initiative (SMI) was initiated in 1987. The National Package of Essential 
Reproductive and Child Health Interventions (NPERCHI) which focused on 
improving the quality of life for the women, adolescents and children were 
introduced. In spite of good coverage of health facilities, not all components of the 
services are of good quality. Maternal and newborn mortalities remain a major public 
challenge in Tanzania. Regarding ante-natal care services, 94% of pregnant women 
make at least one ante-natal care visit and 62% of them make four or more visits. In 
1999 the percentage declined slightly from 70% to 64%. The reason was the 
dropping quality of services due to various factors such as shortage of skilled 
personnel, equipment, essential drugs, and perceived unfriendliness from service 
providers (Tanzania 2005:6). Only 14% of women start ante-natal care during the 
first trimester. Indirect causes leading to poor maternal health outcomes are malaria, 
anaemia and HIVAIDS. The Ministry of Health developed a strategic plan to 
accelerate reduction of maternal, newborn and child deaths in line with the MDG 4 & 
5. One of the operational targets is increased ante-natal care attendance for at least 
4 visits from 64% to 90% by 2015. Focused ante-natal care services were 
implemented as part of the strategies of improving maternal and child health services 
from 2002 (Tanzania 2008:1). 
 
Ante-natal care provides a key entry point for a broad range of health promotion and 
preventive health services, including nutritional support, prevention and treatment of 
anemia, prevention, detection and treatment of malaria, tuberculosis, sexually 
transmitted infections and vaccination against tetanus. It is also an opportunity to 
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promote the benefits of skilled attendance at birth and to encourage women to seek 
post partum care for themselves and their newborns. Traditionally, ANC programs in 
most African countries have imitated those in developed countries. Until recently, 
many of the components of ante-natal care had not been rigorously evaluated 
especially in developing countries. The WHO has developed a focused ANC 
package that includes only counseling, examinations and tests that serve immediate 
purposes and have proven health benefits (Stephenson 2005:1). The traditional 
approach seems to have failed to determine who will develop complications during 
pregnancy and delivery 
 
 
2.3 FOCUSED ANTE-NATAL CARE MODEL 
 
 
The focused ante-natal care service is a maternal and neonatal care intervention that 
is evidence-based and built on global lessons learned about what works to save the 
lives of pregnant women and newborns (JHPIEGO 2001:4). Focused ante-natal care 
service produces maternal and peri-natal outcomes similar to that of the traditional 
model. It is goal-directed, has no adverse effects on the woman and the unborn baby 
and includes fewer visits to ante-natal clinics, namely four in number, where each is 
focused rather than routine (Villar et al 2001a: 1). This new approach to ante-natal 
care emphasises the quality of care rather than the quantity of visits. The WHO 
recommends only four ante-natal care visits for normal pregnancy. Focused ante-
natal care means that providers focus on assessment and actions needed to make 
decisions and provide care for each pregnant woman’s individual situation. Firstly, it 
recognises three key realities, namely ante-natal care visits are unique opportunities 
for early diagnosis and treatment of problems in the mother and prevention of 
problems in the newborn. Secondly, the majority of pregnancies progress without 
complications. Thirdly, all women are considered at risk of complications, because 
most complications cannot be predicted by any type of risk categorisation.  
 
The focused ante-natal care services have guidelines to help providers identify 
pregnant women who have conditions requiring treatment and close monitoring. This 
service has been designed as a job aid for ante-natal care providers. It includes the 
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forms and checklists needed to implement it and instructions for use. During the 
pregnant women’s first visit, FANC providers are expected to help them plan to use a 
skilled birth attendant who is professionally trained. Women also need to know about 
the preparation of a simple, clean, inexpensive birth kit. The nurse needs to inform 
pregnant women about danger signs which require professional care and the 
pregnant woman needs to know where to get expert care and a transport plan. They 
need to be able to identify a person to accompany them to a health facility for 
delivery. At home they must be able to leave a responsible person who will look after 
the rest of the family (Gerein, Mayhew & Lubben 2003:176-177). 
 
2.3.1 Goals of focused ante-natal care service 
 
The major goal of focused ante-natal care is to help women maintain normal 
pregnancies through the following: 
 
• Early detection of complications entails assessment with dialogue and 
examination of the pregnant woman for chronic conditions and infectious diseases. 
Conditions that might endanger the life of mother and newborn if not treated are 
HIV/AIDS, syphilis, other sexually transmitted diseases, malnutrition and 
tuberculosis. Conditions such as severe anaemia, vaginal bleeding, eclampsia, foetal 
distress and abnormal foetal position after 36 weeks are also considered. Early 
treatment of these conditions can mean the difference between life and death of the 
pregnant woman and her newborn (Stephenson 2005:1-2).  
 
• Counselling and health promotion are about issues affecting a woman’s 
health as well as that of the newborn baby. The discussion includes how to 
recognise danger signs, what to do, and where to get help. It also includes health 
education on various issues like nutrition, which includes how to get enough calories 
and essential nutrients and the importance of iron intake. The risk of using tobacco, 
alcohol, medications, local drugs and herbs is important for the pregnant woman to 
know. The importance of rest and avoidance of heavy physical exercise is taught. 
The pregnant woman is informed about family planning, and what the benefits are. 
Regarding breast feeding, aspects such as health and practical benefits, exclusive 
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breastfeeding and significance of immediate breastfeeding after birth are explained 
(JHPIEGO 2001:2). 
 
• Birth preparedness and complication readiness provides a woman with a 
plan about the place of birth, transport, what items to prepare, how to save money 
for preparations and about support during and after birth (Stephenson 2005:1-2). 
  
2.3.2 Implementation of focused ante-natal care 
 
The implementation of focused ante-natal care may require updating national clinical 
standards, guidelines for ante-natal care and education for nurse midwives. 
Modification of pre-service and in-service curricula in ante-natal care will be needed. 
In-service training for ante-natal care providers, their supervisors and teachers for 
nurses needs to be considered. A thorough assessment and plan for making 
changes in drugs, equipment and supplies is crucial for the service to work. USAID-
funded programmes have developed model standards and guidelines that can be 
adapted to local conditions. Training modules and curricula also exist to help 
providers update their knowledge and skills on this concept and its implementation 
(Stephenson 2005:2).  
 
The focused ante-natal care model with its four visits by pregnant women has been 
recommended by the WHO (Villar, Bergsjo, Carroli & Gülmezoglu 2003:1065) to be 
implemented worldwide in order to improve ante-natal care services. 
 
The ensuing discussion briefly highlights the experiences of other developing 
countries that introduced the use of the focused ante-natal care model. 
 
2.3.2.1 Implementation of focused ante-natal care in some African countries 
 
Kenya’s Ministry of Health adopted the goal-directed ante-natal care package, which 
is the focused ante-natal care model, to promote maternal child health in the Kenyan 
context. The study done in this country showed that focused ante-natal care is 
acceptable to both client and providers and is supported by government (Birungi & 
Onyango-Ouma 2006:5).  
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The Government of Ghana adopted the WHO focused ante-natal care model in a 
move to improve access, quality and continuity of ante-natal care services to 
pregnant women. Clients and providers accepted the model because of its 
comprehensiveness and individualised care. Clients appreciated the individualised 
care approach and privacy during service delivery (Nyarko et al 2006:4).  
 
In South Africa the study done by Chege et al (2005:11) in KwaZulu-Natal informed 
that clinic preparedness was good in terms of infrastructure and equipment. Although 
staffing levels were adequate, the clinics fell short in number of qualified and skilled 
staff due to their migration to developed countries. On the whole there was no 
detrimental effect on staff morale. Clinic preparedness to offer focused ante-natal 
care reduced staff concerns about the working conditions. Client satisfaction was 
already high so no new change was observed (Chege et al 2005:11).  
 
In Mali evaluation of the focused ante-natal care service results showed that there 
were problems in administering anti-malaria drugs (IPT) to pregnant women. This led 
to the revision of the curriculum and planning of future interventions to improve the 
education offering on the implementation of the focused ante-natal care service. 
Therefore, supervision and training of nurses on infection prevention and on 
HIV/AIDS prevention of mother-to-child transmission was strengthened (Abt 
Associates Inc 2007:1). 
  
In Gambia a study conducted by Anya et al (2008:1) showed that pregnant women 
are ill equipped to make appropriate choices especially when they are in danger. 
Information, health education and communication during ante-natal care were noted 
to be poor. All this was assumed to contribute to the persistence of high mortality 
ratios in the country. The Ministry of Health believes that the introduction of the 
focused ante-natal care service will improve the situation because nurses will be 
interacting with women following the guidelines. 
 
In a study on women’s opinions on ante-natal care services conducted in Thailand 
and Cuba some of the women expressed that they value the information they get 
from the service providers during the implementation of the focused ante-natal care 
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services (Nigenda, Langer, Kuchaisit, Romero, Rojas, Al-Osimy, Villar, Gamba, Al-
Mazrou, Ba’aqeel, Carroli, Farnot, Lumbiganon, Belizán, Bergsjö, Bakketeig & 
Lindmark 2003:9). 
 
A study done in Tanzania showed that a more focused and client-centred application 
of risk assessment is needed (Jahn, Kowalewski, Suleiman & Kimatta1998:926). 
Focused ante-natal care was introduced in Tanzania when it was most needed 
because the medical approach of ANC categorising pregnant women according to 
risk factors already showed that it was not working. In 2002 the Ministry of Health of 
the United Republic of Tanzania therefore developed a national adaptation plan 
based on the model of the WHO (Von Both, Flepa, Makuwani, Mpembeni & Jahn 
2006:2).  
 
The implementation of focused ante-natal care services means that providers focus 
on assessment and actions needed to make decisions about and provide care 
according to each woman’s situation individually. This care is provided by nurses 
following the “GATHER” model which entails the following: 
 
• Greet the woman/couple and thank her/them for coming. 
 
• Ask the woman how she feels, ask about her obstetric history, past and present and 
identify any special needs she may have. Use the ante-natal card to record her 
responses. 
 
• Tell her about the ante-natal care, why it is important, tell her/ them what you will do 
and why (the physical exam, the tests, the medicines, the vaccines). 
 
• Help her to prepare for a safe birth: to think about where she wants to have the birth, 
with whom, how she will get there, who will pay, who will stay with the children at 
home, what needs to be cooked ahead of time for the children and other family 
members. Help her to understand the importance of sleeping under an insecticide 
treated net (ITN). 
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•  Explain to her how to take care of herself during pregnancy. Explain about potential 
complications of pregnancy, birth, after-care, and care of the newborn. Explain that 
there are danger signs that need to be recognised, that are not normal and will need 
a provider’s care and explain why it is important to have a professional at the time of 
birth. 
 
• Remind her about the next visit, why it is important and what will be done (Tanzania 
2004b:1). 
 
A study done in Tanzania (Von Both, Flepa, Makuwani, Mpembeni & Jahn 2006:6) 
reported that time spent with pregnant women during the first visit was 46 minutes 
which was not much different from the time recommended by the WHO, namely 40 
minutes. Reduced time spent focusing on quality services rather than quantity can 
help in reducing the long waiting cues visible at the health care facilities which may 
discourage some women from attending the ante-natal clinic. 
The model shows clearly that the nurse interacts with the pregnant woman. There is 
communication and transaction when the woman asks the questions and gets 
answers from the nurse. They both have roles to play in the implementation of 
focused ante-natal care. The woman will be able to make informed decisions about 
her pregnancy and family life as a whole.  Focused ante-natal care is provided in the 
district health facilities through the district health system. 
 
2.4 DISTRICT HEALTH SYSTEM 
 
The district health system (DHS) is a system which the WHO adopted in order to 
provide primary health care services that will reach all communities, whether rich or 
poor. Management in a DHS (e.g. supervision) is less complex and thus more 
effective, because services are decentralised, problems are solved where they occur 
and services are nearer to the people. It is also easier to coordinate various 
programmes and services at different levels of the DHS (Görgen, Kirsch-Woik & 
Schmidt-Ehry 2004:28). In a study done in Nepal (Regmi, Naidoo et al 2009:10) it 
was concluded that decentralisation creates both opportunities as well as challenges 
for health service provision. The active involvement of service users, providers and 
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policy makers in the process of decentralisation in district systems may bring positive 
changes in district health services. 
 
2.4.1 Dar es Salaam districts 
 
Since independence in 1961 the Ministry of Health in Tanzania has embarked on 
and supported the health districts in order to provide essential clinical and public 
health packages so as to reduce the burden of disease, crude death rates, maternal 
and infant mortality and to increase life expectancy (Tanzania 2003:2). All this occurs 
in the three Dar es Salaam districts, namely Temeke, Kinondoni and Ilala. Temeke is 
the largest, covering an area of 786.5 sq km with a population of 861 544. Total 
health facilities are 108, divided into district hospitals, health centres and 
dispensaries. Kinondoni has an area of 531 sq km with a population of 2 497 940. 
Population growth is 4.3% per year with a population density of 1 179 people per sq 
km. The district has a total of 185 health facilities. The last district, Ilala, covers an 
area of 210sq km with a population of 637 572 and has 145 health facilities 
(Municipal Profile 2006:3-6). 
Figures 2.1, 2.2 and 2.3 display the maps of health facilities providing ante-natal care 
services in Kinondoni, Ilala and Temeke districts respectively. 
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Figure 2.1   Kinondoni district 
Source: Adopted from field Survey 2003 cited in Municipal Profile (2006:6) 
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Figure 2.2   Ilala district 
Source: Adopted from Municipal Profile (2006:3) 
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Figure 2.3   Temeke district 
Source: Adopted from Sustainable Dar es Salaam Programme cited in Municipal 
Profile (2006:6) 
 35 
 
 
 
2.5 CONCEPTUAL FRAMEWORK 
 
A conceptual framework is defined by Burns and Grove (2007:171) as a brief 
explanation of a theory or those portions of a theory which are to be tested in a 
quantitative study. The idea is expressed concretely as the research question is to 
be answered through the study methodology. According to Burns and Grove 
(2007:37) in various studies, assumptions are embedded in the philosophical base of 
the framework, study design and interpretation of findings. Brink et al (2006:24) state 
that a conceptual framework is developed by the researcher through identifying and 
defining concepts and proposing relationships between the concepts. A conceptual 
framework therefore explains the underpinnings of a study, because it is often 
implicit, without being formally acknowledged or defined (Polit & Beck 2008:142-
143). According to King and Fawcett (1997:12) the term conceptual framework, has 
been used interchangeably with conceptual model and conceptual system. This 
means that the definition of conceptual system also applies to conceptual framework.  
 
A conceptual system refers to a set of concepts that are linked and described by 
broad generalisations which are formulated by an individual for a purpose, for 
example in this study King’s conceptual framework as cited in George (2002:244) 
forms the basis of this study. Concepts in the framework include open system and 
three interactive systems, which are the personal, interpersonal and social system 
(King 1981:141). King’s open systems framework as cited in George (2002:244-249) 
has been adopted by the researcher to explain the concepts of this study, because 
quantitative studies need to be based on an existing body of knowledge or theory. In 
order to determine the perception of nurses about the implementation of focused 
ante-natal care services in Dar es Salaam district health facilities, the researcher 
understood that nurses provide the services to pregnant women and this is not 
happening in a vacuum, but  it happens in an environment (district health facility). 
Other concepts developed by the researcher like perception are explained well and 
clearly by King’s conceptual system in Figure 2.4. 
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Figure 2.4   King’s open systems framework  
Source: Adopted from George (2002:244) 
 
Social system 
 
In order to provide focused ante-natal care the district health facilities need to have 
adequate staff, guidelines, equipment, drugs, space and management systems as 
suggested in the study done by Chege et al (2005:11) in KwaZulu-Natal, South 
Africa. Clinic preparedness was reported to be good in terms of infrastructure and 
equipment. Staffing levels were adequate, but a decrease in the number of qualified 
staff was noted due to migration. On the whole there was no detrimental effect on 
staff morale because clinic preparedness reduced some of their concerns about the 
working conditions. Client satisfaction was discovered to be already high before the 
introduction of focused ante-natal care. The results provide a picture of a desirable 
Social System 
DHS 
ANC services 
FANC 
Personal 
System 
Nurse’s 
perception 
   
  
 
Interpersonal 
System 
Pregnant woman 
Dyad relationship 
with the nurse 
Communication 
 
Implementation of 
the 
focused ANC 
Health policies 
Protocols 
Guidelines on FANC 
 
Perceptions 
formed 
 37 
 
social system in a health facility providing care for pregnant women and their unborn 
children. 
 
Personal system 
 
According to King, each individual is a personal system with the major concept of 
“perception” (George 2002:244). The characteristic of perception is that it is 
universal, or is experienced by all, personal and selective for each person. 
Perceptions of nurses form the internal system, and the external system is the 
implementation of focused ante-natal care in caring for pregnant women and the 
unborn child. King viewed perception as the most important key concept, because 
perception influences behaviour (George 2002:244). In the context of this study the 
nurses and the pregnant women form the personal system, nurses’ perception of the 
implementation of focused ante-natal care will form the nurses’ reality and might 
differ from nurse to nurse and from what the pregnant women perceive because as 
unique beings they think and imagine on their own and make their own decisions 
and choices. 
 
Interpersonal system 
 
Interpersonal systems are formed when individuals are interacting with each other, 
or in groups. The relevant concepts in the interpersonal system are interaction, 
communication, transaction and role enactment (George 2002:196). In the 
implementation of focused ante-natal care nurses interact with pregnant women on a 
one-to-one basis and also interact with groups of women. During the interaction 
process there is communication taking place between nurses and patients. The 
exchange of information between the nurse and the pregnant woman forms a 
transaction which is defined as “observable behaviours of human beings interacting 
with their environment” (King 1981:246).The nurse, in implementing the focused 
ante-natal care model, plays a role by ensuring that services within the national and 
international health policies, protocols and guidelines are provided. The pregnant 
woman is provided with needed information to be empowered to make rational 
decisions when in danger. 
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Implementation of the FANC 
 
Implementation of the FANC involves following health policies, guidelines as 
suggested by the WHO (2008a:1-2) and protocols from the Ministry of Health. The 
guidelines explain steps to be taken whilst attending to a pregnant woman.  
 
Perceptions formed by nurses about the implementation of the FANC 
 
Perceptions formed of the FANC result from the personal system that is the image of 
reality and the interpersonal system which deals with the dyad relationship with the 
nurse, interacting and communicating (George 2002:246). This will indicate the 
outcome. If the pregnant woman was handled well by the nurse and also had a 
chance to ask questions and got good informative responses, it is assumed she will 
have positive perceptions. This assumption concurs with Wallace, Robertson, Millar 
and Frisch (1999:1144) who found that perceptions could be both positive and 
negative. On the other hand, if the nurse has the training, guidelines, facilities to 
work with and enhancing environment she will perceive the implementation of the 
FANC well. However, if the pregnant woman was not received well at the health 
facility and relevant information was not given to her, she will have negative 
perceptions and the same applies to the nurse, if there is no management support 
and the working environment is not conducive will perceive implementation of FANC 
negatively. 
 
 
2.6 CONCLUSION 
 
This chapter discussed the literature reviewed relevant for this study. The researcher 
consulted literature on ante-natal care services and focused ante-natal care services 
as provided in some African countries.  District health systems and district health 
facilities providing maternal and child health services were highlighted. King’s 
conceptual frame -work was briefly discussed as it forms the basis of the study. The 
literature review assisted the researcher in making the concept “focused ante-natal 
care” clearer by reviewing it from different countries’ perspectives. Each and every 
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country had its own challenges and some were similar to other countries. The WHO 
conducted various studies (random trials) to test the applicability of focused ante-
natal care services in these countries. Different countries accepted the new 
approach to ante-natal care services and made some modifications to their old 
methods to suit its implementation in context. 
 
Chapter 3 describes the research design and method. 
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CHAPTER 3 
 
Research design and method 
 
 
3.1 INTRODUCTION 
 
This chapter describes the overall plan and methods used to answer the research 
questions and objectives (Polit & Beck 2008:66). The research design is a 
quantitative, non-experimental study that seeks to explore and describe the 
perceptions of nurses about the implementation of the focused ante-natal care 
services to pregnant women. The research method and procedures include 
determination of population, sample and sampling technique, data collection and 
data collecting instrument, data analysis, ensuring validity and reliability and ethical 
considerations. A quantitative, explorative and descriptive research design was used 
in this study to describe the views/perceptions of nurses about the implementation of 
the focused ante-natal care model in caring for pregnant women. 
 
3.2 RESEARCH APPROACH 
 
The researcher chose a method that best fitted the research purpose and study 
objective. The quantitative research approach is one of the major approaches which 
is derived from logical positivism and focuses on measurable aspects of human 
behaviour (Brink, Van Der Walt & Van Rensburg 2006:10; Burns & Grove 2007:551). 
 
3.2.1 Quantitative approach 
 
Burns and Grove (2007:551) define the quantitative approach as the “formal, 
objective systematic process used to describe and test relationships, and examine 
cause-and-effect interaction amongst variables”. Polit, Beck and Hungler (2001:712) 
emphasise that quantitative approaches “lend themselves to precise measurement 
and quantification”. Quantitative studies are characterised by a general flow of 
empirical activities. Researchers in this paradigm believe that all human behaviour is 
objective, purposeful and measurable (Burns & Grove 2007:23).  Quantitative 
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research uses deductive reasoning to generate predictions that are tested in the real 
world. In this study, the variables on perception of nurses about the implementation 
of focused ante -natal care are nurses, pregnant women, implementation and 
perception.  
 
Advantages of quantitative research are that it: 
 
• focuses on a relatively smaller number of concepts and uses structured 
procedures and formal instruments to collect information (Brink et al 2006:11), 
• provides a general set of orderly disciplined procedures which are used to 
obtain information. A series of systematic steps are followed in obtaining 
empirical data that is rooted in objective reality (Polit and Beck 2008:16), 
• strives to go beyond the specifics of the research situation by testing the 
instrument for validity and reliability, 
• is easy to analyse numeric information through statistical procedures in this 
approach (Brink et al 2006:11; Burns & Grove 2007:16).  
 
A disadvantage of the quantitative approach to research is that: 
 
• it is unable to answer the how and why of a phenomenon. It can only answer 
the “what “of it. Moral or ethical questions cannot be answered (Burns & 
Grove 2007:240). 
• accurate measurers of physiological phenomena like hope or self-esteem 
have not yet been developed by researchers. This means that not all data can 
be in numeric form (Polit & Beck 2008:16). 
 
The quantitative approach is suitable for this study because the perceptions of 
nurses about the implementation of focused ante-natal care services are measured 
and presented in numerical data for the following purposes: 
 
• It is tabled and compared with findings of other studies on the same 
phenomenon. 
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• It is compatible with the resources available, especially time, and is also the 
researcher’s personal preference. 
 
 
3.3 RESEARCH DESIGN 
 
According to Brink et al (2006:207) research design explains the overall plan of 
gathering data in a research study. Research designs used are often specific and 
highly structured and give guidance on the methodological choices (Polit & Beck 
2008:66). The decision about a research design affects the ability to interpret data. 
For this reason the research design for this study is an exploratory and descriptive 
survey which describes the phenomenon in data collection by using a questionnaire 
(Burns & Grove 2007:556). 
 
3.3.1 Explorative design 
 
An explorative study is one that is conducted “when little is known about the 
phenomenon that is being studied” (Brink 1996:208). Polit and Hungler (1996:19) 
and Polit and Beck (2008:20) state that  explorative studies aim to investigate the full 
nature of the phenomenon, the manner in which it is manifested and other factors to 
which it is related. The strength of using an explorative design is that it satisfies the 
researcher’s curiosity and desire for better understanding and insight of the 
phenomenon. Its weakness is that it seldom provides satisfactory answers to 
research questions, although it can hint at the answers and suggest which research 
methods could provide definite answers (Babbie 2001:93). This study was 
explorative as it aimed to explore the perceptions of nurses about the 
implementation of focused ante-natal care, which is a phenomenon of a life situation 
for the pregnant woman and the unborn child.   
 
3.3.2 Descriptive design 
 
A descriptive design aims at observing, describing and documenting aspects of a 
situation or the phenomenon of a life situation as it normally occurs (Polit & Beck 
2008:274). Through descriptive studies concepts are described and measured and 
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relationships are identified for further quantitative research and development of a 
hypothesis. Knowledge is generated about important aspects of patient care about 
which limited or no research was done (Burns & Grove 2007:44). The strength of this 
design is that it has the potential to generalise findings to larger populations if the 
sample size is adequate, an appropriate sampling design is implemented and high 
measurement reliability of the questionnaire is achieved. The weakness of this 
design is that the lack of depth and insider perspective sometimes leads to criticisms 
of “surface level” analysis (Mouton 2001:153). This study was descriptive in the 
sense that the researcher collected and documented descriptions of the perceptions 
of nurses about the implementation of the focused ante-natal care service. 
Descriptive statistics were used to reduce the data to manageable portions and 
describe the characteristics of the phenomenon under study. 
 
3.3.3 Survey 
 
A survey is a non-experimental type of research that focuses on obtaining 
information regarding the activities, beliefs, attitudes, perceptions and preferences of 
people through direct questioning. Surveys obtain information from the sample of 
people by self-report. Respondents respond to questions which can either be from a 
questionnaire or directly from the researcher during an interview. The main 
advantage of the survey is its flexibility and wideness of scope. It can be applied to 
many people and it can focus on a wide range of topics. The disadvantage is that 
information from most surveys can be relatively superficial, because surveys rarely 
probe deeply into human behaviour and feelings (Polit & Beck 2008:324). 
 
The survey design was chosen for this study because it was suitable to obtain direct 
information on the perception of nurses about the implementation of focused ante-
natal care from a broad spectrum of nurses in the health facilities of three districts, 
namely Kinondoni, Temeke and Ilala. The fact that surveys focus on what people 
feel or think enabled the researcher in this study to obtain information about the 
perception of nurses regarding the implementation of focused ante-natal care.  
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3.3.4 Research setting 
 
This entails the physical location where research is conducted which may be natural, 
or partially or highly controlled (Burns & Grove 2007:29-30). Descriptive studies are 
conducted in natural settings. Conducting a study in a natural setting means that the 
researcher does not manipulate or change the environment for the study. This study 
took place in the three districts of Dar es Salaam where there are nine health 
facilities providing ante-natal care in the districts. These districts were stratified by 
the researcher according to the characteristic of providing ante-natal care services 
by an appropriately qualified category of nurses, namely nursing officers, public 
health nurses and nurse midwives. The researcher, assisted by trained research 
assistants, visited the respondents at the study contexts. 
 
 
 
 
Figure 3.1 Map of the three Dar es Salaam districts 
 
3.4 RESEARCH METHOD 
Research methods according to Polit and Beck (2008:765), refers to techniques 
used to structure a study and to gather and analyse information in a systematic way. 
In this study, the research techniques used were population, sample and sampling 
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technique, data collection, ensuring validity and reliability, ethical considerations and 
data analysis. 
 
3.4.1  Population 
 
A population is the entire aggregate of cases in which a researcher is interested and 
the elements of which show the sample criteria for inclusion in the study (Burns & 
Grove 2007:549). In this study the population consisted of all nurses who were 
providing ante-natal care services in the nine (9) district health facilities in Dar es 
Salaam.  The population consisted of about 560 nurses providing ante-natal care 
services in the three district health facilities (Information on Health Services Dar es 
Salaam Region 2005:7).  
• eligibility criteria 
The eligibility or inclusion criteria specify the population characteristics. The 
criteria used to describe the population for this research study had 
implications for both the interpretation of the results and the external validity of 
the findings (Polit & Beck 2008:338-339). The respondents for this study were 
nursing officers, public health nurses and nurses/midwives who were 
providing ante-natal care services.  
 
• sample and sampling technique 
All the mentioned nursing categories were sampled, using the systematic random 
sampling technique. 
 
Target and accessible population 
 
According to Polit and Beck (2008:339) “target population is the aggregate of cases 
about which the researcher would like to generalise. The accessible population or 
source population is the aggregate of cases that conform to designated criteria and 
that are accessible as subjects for a study”. In this study the target population was all 
nurses providing ante-natal care services in Dar es Salaam district health facilities. 
The accessible population is nursing officers, public health nurses and 
nurses/midwives who are providing ante-natal care services in the district health 
facilities of Dar es Salaam.  
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3.4.2 Sample and sampling technique 
 
A sample is a part of a whole or subset of the population that is selected to represent 
the population (Brink et al 2006:207). According to Burns and Grove (2007:554) 
sampling refers to a selection of a group of people, events, behaviours or other 
elements which the researcher plans to study. Probability sample involves a random 
selection of elements, which in this study were nursing officers (registered nurses), 
public health nurses, and nurses/ midwives (enrolled nurses) providing ante-natal 
care services. The desired sample size constituted 30% of the target population. In 
this study the stratified random sampling, systematic and simple random sampling 
was used to select both study settings and the population sample. 
 
3.4.2.1 Stratified random sampling 
 
Stratified random sampling is the random selection of study participants from two or 
more strata of the population (Polit & Beck 2008:767). The researcher had to 
randomly select the health facilities from the three districts where the population 
sample would be obtained. This was done by applying the stratified random 
sampling technique. A list of all the health facilities which constituted strata of 
hospitals, health centres and dispensaries was compiled alphabetically as 
demonstrated in Table 3.1. The population was then subdivided into homogenous 
subsets from which the required number of elements was chosen randomly to 
ensure that each health facility had an equal probability of being included in the 
study (Polit & Beck 2008:764). In order to draw the stratified sample, elements 
belonging to a stratum had to be grouped together to randomly select the desired 
number (Polit & Beck 2004:297; Polit & Beck 2008:346).  There were 27 health 
facilities in total.  A sampling frame was drawn by compiling an alphabetical list of all 
the health facilities in the three districts. According to Burns & Grove (2007:330) a 
sampling frame provides an equal opportunity for each individual from the sample 
population to be selected.  
 
After the list was compiled, the systematic sampling process of selecting a Kth width 
interval of three was used. A sampling or width interval, according to Polit and Beck 
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(2008:347), is the standard distance between elements chosen for the sample. In 
this study, every third health centre was included, which constituted a total of nine. 
This constituted a total of 30.0% of all the health facilities in the three districts, 
namely 3 hospitals, 3 health centres and 3 dispensaries/clinics from each district. 
This is illustrated in Table 3.1. 
 
 
Table 3.1 Stratified random sample according to hospitals, health centres and 
dispensaries 
 
Study context N= 30% 
Hospitals 9 3 
Health centres 9 3 
Dispensaries/Clinics 9 3 
Total 27 9=30% 
 
In the three districts nine (30%) health facilities providing ante-natal care services 
were randomly sampled through stratified random sampling. The advantage of 
stratification was that it enhanced representativeness. It also gave every health 
facility in the three districts a chance to be selected and bias was avoided by writing 
them down alphabetically. 
The disadvantage was that the stratifying attributes must be known in advance and 
may not be readily understood if the researcher has no knowledge of all the health 
facilities. The researcher had the advantage as a nurse manager who visited all 
these facilities and had good insight about them. 
 
It is worth noting that the districts of Dar es Salaam are so close to each other that 
one may assume that the city is composed of one district, but it is actually divided 
into three municipal districts to facilitate administration at local government level. In 
the hospitals there are not more than ten nurses providing ante-natal care. In health 
centres the range is between five and six nurses and in dispensaries/clinics it is easy 
to find one or two nurses. More than 50% of the ante-natal care services in all 
dispensaries, health centres and in a few hospitals is provided by MCHA. Because of 
the described scenario, it would have been difficult in Dar es Salaam to have a 
sample of more than fifty if the researcher used one district. The researcher in this 
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study aimed at a sample size of 30% of the population, which amounted to 168 out 
of 560 nurses. The total population (560) is inclusive of MCHAs who are excluded in 
this study, therefore the researcher had to aim at a sample of 150 respondents to be 
able to generalise the findings. This notion is supported by Polit and Beck (2008:349) 
who suggest that the safest procedure is to obtain data from a large sample for 
possible generalisation of findings. Nursing officers, public health nurses and nurse 
midwives were selected by simple random sampling from the strata of health 
facilities. Random sampling was used to select a sample so that each nurse 
providing ante-natal care in the three districts had an equal probability of being 
included. This was combined with the use of systematic sampling. These techniques 
ensured that every respondent had an equal chance of being selected to participate 
in the study (Brink 1996:136).  
 
Sampling for the respondents/nurses 
 
As permission was already granted to conduct the study, the managers assisted the 
researcher and the trained volunteers in this regard. The researcher defined the 
target population as the nurses rendering ante-natal care services at the three 
district health facilities. The population was divided into strata according to the health 
facilities, which were the dispensaries/clinics, health centres and district hospitals 
where ante-natal services were provided. The sample frame was created by drawing 
a list of all staff members who were on duty on the days when data was collected 
from the duty rosters at  all the health facilities in the three districts. Systematic 
sampling was easy and convenient because the list of all the respondents who were 
on duty was drawn alphabetically (Brink et al 2006:129). The sampling interval width 
of three was applied once again. Every third person on the list was included in the 
study until a desired sample size of 150 respondents was made possible. 
 
Table 3.2 Systematic sampling  
 
Settings used Number of staff in all settings 3rd person taken 
Hospitals 145 55 
Health centres 142 54 
Dispensaries 123 41 
Total 9 410 150 
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Inclusion criteria 
 
• All nursing categories, whether trained in FANC or not, amongst the following: 
nursing officers (registered nurses), public health nurses, and 
nurses/midwives (enrolled nurses) 
• There was no age restriction for a nurse who was practicing and meeting the 
criteria for inclusion 
• Nurses should be already trained in midwifery or mother and child health 
services 
• Those in centres where focused ante-natal care services were implemented 
as model of care for pregnant women 
 
In Tanzania mother and child health services are provided by these groups of 
nurses. Therefore, to choose one group was not going to be a true sample 
representative of the nurses involved in the implementation of focused ante-natal 
care services.  
 
Exclusion criteria 
 
• Those nurses who work in these facilities but do not provide ante-natal care 
services 
• Maternal and Child Health Aiders (MCHA), although they provide ante-natal 
care services were excluded, because they do not fall under the nursing 
category 
 
 
3.4.3 Data collection 
 
Data collection is the process of identifying subjects or respondents and the precise, 
systematic gathering of information relevant to the research purpose or the specific 
objectives or questions of a study (Burns & Grove 2007:536). Data was collected 
using a structured questionnaire (see Annexure E) with closed-ended questions to 
address the research problem (Polit & Beck 2008:414). Questions were based on 
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the literature review and the theoretical framework. Some of the questions were 
adapted from the WHO questionnaire that investigated a similar phenomenon 
(Langer et al 2002:3). 
 
3.4.3.1 Data collection method 
 
 Structured self-report data collection is strong in respect of its directness, versatility 
and content coverage. It yields information that would otherwise be difficult to obtain 
by other means (Polit & Hungler 1995:254-255). Structured data collection involves 
the use of formal instruments comprising pre-defined items and response options. It 
also involves directly asking the respondents about the study variable. If a 
researcher wants to obtain information about attitudes, feelings, beliefs or any other 
information that cannot be easily observed, the most direct means is to ask 
questions and receive answers from the respondents (Talbot 1995:293). Brink et al 
(2006:147) point out the following advantages and disadvantages of a questionnaire: 
 
Advantages: 
 
• It is a quick way of obtaining data from a large group of people and less 
expensive in terms of money and time.  
• It is the easiest to test for validity and reliability.  
• Respondents feel a greater sense of anonymity. 
• Format is standard for all respondents. 
 
Babbie (2001:240) adds that closed ended questions provide a “greater uniformity of 
responses and are more easily processed”. Talbot (1995:293) also adds that, 
generally, questionnaires are cost-effective in terms of finances and time taken to 
administer them.  It proved to be the main advantage in this study. Information was 
gathered from a reasonably large sample relatively quickly and inexpensively. It also 
offered the possibility of complete anonymity. 
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Disadvantages:  
 
• Respondents may provide socially acceptable answers and fail to answer 
some of the core questions.  
• Response rate may be low. Respondents may fail to answer some of the 
items due to lack of understanding or difficult concepts. 
• There is no opportunity to clarify any items that might not be clear to the 
respondent.  
• Respondents need to be literate and as such those who respond might not be 
representative of the population.  
• Talbot (1995:293) points out that a disadvantage of questionnaires is that the 
only information obtained is what is asked, so there is always the possibility 
that other equally important information may not be retrieved.  
 
 
3.4.3.2 Construction of the questionnaire 
 
A questionnaire should be clear, simple and unambiguous, and arranged in an 
orderly manner in such a way that data collection and analysis is as easy and 
accurate as possible (Polit & Hungler 1995:286). The researcher developed the 
structured questionnaire, using the literature review as a frame of reference. The 
items were closed and worded in such a way that respondents were limited to 
specified, mutually exclusive response options. Closed options facilitate the coding 
and statistical analysis of data. This also ensures that the researcher obtains the 
desired information, which can increase the reliability of the study (Talbot 1995:294-
295). The assistance of the study supervisors and statistician was sought in this 
regard. The questionnaires were in English and some of the words and phrases 
were clarified and explained to facilitate understanding.  
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3.4.3.3 Structure of the questionnaire 
 
The questionnaire was divided into the following sections: 
 
Section A covered questions on demographic data such as nursing category, age 
range, experience, training and application of knowledge about ante-natal services. 
 
Section B contained items on the adequacy of human and non-human resources of 
the district health facilities providing ante-natal care services. 
 
Section C had items on a five point Likert scale on information provided to patients 
during ante-natal visits. 
 
Section D comprised of questions about information provided regarding how to 
recognise complications during pregnancy. 
 
Section E consisted of items enquiring about nurses’ perceptions about the 
implementation of focused ante-natal care. 
 
Section F had items on perceptions about the outcome of the implementation of 
focused ante-natal care. 
 
The questionnaire was administered without any problems encountered regarding 
how to complete it, as clarification was provided to respondents. 
 
 
3.4.4 Pre-testing the questionnaire 
 
The pre-testing of a measuring instrument refers to the trial administration of the 
instrument in order to identify flaws or assess time requirements (Polit & Beck 
2008:762).  Pre-testing was done to check the time spent completing the 
questionnaire, whether the respondents understood the questions clearly and as a 
validation effort before the main study (Polit & Beck 2008:727).  According to Burns 
and Grove (2007:38) pre-testing is done to refine the methodology. Pre-testing of the 
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instrument was done in the three districts. Five nurses were conveniently selected 
from each district for the pre-testing and they were not part of the main study. Under 
Section A of the questionnaire – personal data, nursing category ‘‘rural” was 
changed to public nurse, because during pre-testing respondents could not 
understand what the word meant as they are used to being addressed as public 
nurses. They agreed with the content of the questionnaire and time spent in filling in 
the questionnaire was also noted as reasonable. 
 
 
3.4.5 Data collection process 
 
A structured questionnaire was administered by the researcher and trained research 
assistants identified in each health facility. The informed written consent was 
obtained from the respondents before completing the questionnaire. A clear 
explanation about the study, its goal and benefit for patients in the settings was 
given. The research assistants were trained in the handling of questionnaires, that is 
filling them in, distribution and collection, and ethical issues such as confidentiality, 
anonymity and respect were emphasised. The researcher was present during the 
administration of the questionnaires, firstly to ensure that the sampling plan and 
process was applied accurately. Secondly the researcher was available to answer 
questions where needed. The language of the tool was English, because all nurses 
were able to read and write English. The questionnaires were clear, simple and 
unambiguous for the respondents to answer. They were distributed to the selected 
respondents who were offered a quiet manager’s office to sit down in and complete 
them.  The research assistants assisted in the distribution, completion and collection 
of the questionnaires.  Ethical considerations such as confidentiality, anonymity and 
respect were emphasised and adhered to. This process was done over three days 
as data was collected per day in each district. The questionnaires were collected 
immediately after completion and the research had a 100% return rate. The inter-
rater reliability was not done, because the research assistants were not participant 
observers, but they only explained on how to fill in the questionnaires as taught by 
the researcher and the respondents filled in on their own. 
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3.5 VALIDITY AND RELIABILITY 
 
Validity and reliability are critical aspects in research since they affect all processes 
leading to the credibility of research findings.  To ensure validity and reliability of the 
study instrument, the researcher consulted the statistician, expert in both clinical and 
empirical research, on the development of the questionnaire.   
 
3.5.1 Validity 
 
Validity is the degree to which an instrument measures what it is supposed to 
measure (Polit & Beck 2008:457).  Validity is concerned with the soundness and 
effectiveness of the measuring instrument. Validity would raise questions such as: 
‘What does the instrument measure? Does it, in fact, measure what it is supposed to 
measure? How well, how comprehensively or how accurately does it measure it?’ 
Face, content and construct validity was ensured before the instrument was used. 
External and internal validity was also considered. The help of the statistician was 
sought to ensure the reliability of the tool. Various strategies such as face, construct 
and content validity were implemented to ensure validity (Burns & Grove 2007:264-
365).   
 
Face validity is defined by Polit and Beck (2008:753) as the extent to which a 
measuring instrument looks as though it is measuring what it purports to measure. 
Polit and Beck (2008:458) explain that face validity means that an instrument 
empirically appears to measure what is needed, given the construct that is supposed 
to be measured. Brink et al (2006:168) point out that this type of validity relies 
basically on the researcher’s subjective judgement. It asks two questions which the 
researcher must finally answer in accordance with his or her best judgment, namely 
‘Is the instrument measuring what it is supposed to measure? Is the sample being 
measured adequate to be representative of the behaviour or trait being measured?’ 
Face validity is basically based on an intuitive judgement by experts in the field. In 
this study, face validity was ensured by careful selection of items to be included in 
the questionnaire. These items reflected the concept of the implementation of FANC 
in the care of pregnant women and their unborn babies.  
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Content validity is defined as the degree to which the items in an instrument 
adequately represent the universe of content for the concept investigated (Polit & 
Beck 2008:750). This was ensured by consulting the statistician, study supervisors 
and experienced nurses who have been involved with the implementation of the 
focused ante-natal care model for a substantial period and were not part of the 
study. They read the content of the questionnaire and made their comments. Their 
suggestions were implemented where appropriate to make the content as valid as 
possible.  
 
Construct validity, according to Brink et al (2006:170), is concerned with the question 
‘What construct is the instrument actually measuring?’ It is the most important form 
of validity and most often used in combination with the other approaches.  
 
In this study the construct under investigation is the ‘perception of nurses about the 
implementation of FANC when caring for pregnant women’. Construct validity was 
ensured by conducting an extensive literature review and consulting a variety of 
dictionaries to define all the key concepts of the construct. 
 
External validity is defined by Polit and Beck (2008:753) as the degree to which 
study results can be generalised to settings or samples other than the one studied. 
In this study three districts with nine health facilities were utilised as the study 
context. One hundred and fifty (150) questionnaires were distributed. The sample 
had characteristics that represent the population of nursing categories being 
investigated. Therefore, the size of the sample warranted generalisation of the 
findings to the rest of the district health facilities that took part in the study. 
 
Internal validity refers to the degree to which it can be inferred that the experimental 
treatment (independent variable), rather than the uncontrolled, extraneous factors, 
cause observed factors.  In this study however, the independent variable is the 
implementation of FANC and the dependable variable is the perceptions formulated 
by nurses as they implement the care. To enhance internal validity the researcher 
had to use a carefully designed questionnaire which was validated with literature and 
experts in the field both in practice and in theory. The researcher also ensured that 
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the conditions under which data was collected were conducive by maintaining ethical 
principles. 
 
3.5.2 Reliability 
 
Reliability deals with the accuracy and consistency of the measuring technique. It 
asks questions such as: ‘How accurate is the instrument that is used in making the 
measurement?’  (Burns & Grove 2007:264-365). 
 
Polit and Beck (2008:730) define reliability as the degree of consistency or 
dependability with which an instrument measures the target attribute it is designed to 
measure. Reliability ensures accuracy, stability, dependability, consistency and 
comparability (Polit & Beck: 2008:452). The reliable instrument should therefore give 
the same results when measuring the same phenomena. Consistency in giving the 
same data over repeated questioning indicates reliability of the instrument. A reliable 
instrument reflects true scores of items being measured (Burns & Grove 2007:393; 
Polit & Beck 2008:454). The instrument from the WHO which was adapted has been 
tested already for reliability and validity. However, because of some new aspects 
added to the instrument, the test-retest reliability of the instrument was done with the 
assistance of the statistician to ensure reliability (Burns & Grove 2007:404). A 
reliability of 0.80 for a well-developed measurement tool is considered the lowest 
acceptable coefficient. A reliability of 0.70 for a newly developed instrument is 
considered acceptable (Burns & Grove 2007:364-365). The reliability measure for 
this instrument was 0.86. 
 
A pre-test utilising clients with similar characteristics to the study sample was 
conducted to determine clarity of the items and consistency of responses. 
Cronbach’s alpha coefficient is the reliability test that was used to establish internal 
consistency. The test correlates each individual item with each other and the overall 
score. The higher the item-to-item consistency is, the higher the reliability of the 
questionnaire. Cronbach’s alpha values that are greater than 0.7 indicate internal 
consistency and this was established with an alpha coefficient of 0.86 in this study as 
indicated in Table 3.3.   
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Table 3.3 Cronbach’s coefficient alpha 
 
Variables Alpha 
Raw 0.850663 
Standardised 0.860519 
 
In addition, as there were research assistants assisting with the collecting of data, 
interrator (interobserver) reliability was ensured by conducting short discussions after 
every session of data collection and provide guidance where needed. 
 
3.6 ETHICAL CONSIDERATIONS 
 
Ethics are standards used by groups of people, professionals and communities to 
measure rightness or wrongness of actions and behaviours. Ethics also refer to 
moral principles that ought to be considered (Corey, Corey & Callan 2002:11). In 
research ethical considerations are principles that govern the process of research in 
order to safeguard the humans under study or investigation. According to Polit and 
Beck (2008:170) ethical considerations refer to procedures that are followed to 
protect the rights of the respondents and that of the institution. 
 
The focus of ethics and/or ethical considerations therefore is to ensure that the 
respondents under study are kept from harm. Various professions have come up 
with a code of ethics and principles that safeguard clients or recipients of service 
(Butts & Rich 2005:4-5). The researcher considered the ethical principles of 
beneficence, respect for human dignity, justice, anonymity and confidentiality in 
carrying out this research. The ethical principles are applied under protection of the 
rights of respondents and protection of the rights of the research institutions and 
scientific integrity of the researcher. 
 
3.7.1 Protection of the rights of respondents 
 
• Principle of beneficence 
 
Beneficence is an ethical principle that imposes on the researcher to do good more 
than harm to study respondents.  Exploitation, which refers to taking advantage of 
 58 
 
respondents in any form of gain, should be avoided. In this study the researcher 
ensured that respondents were free from harm and not exploited by considering the 
following aspects of the principle: 
 
Freedom from harm 
 
Doing no harm refers to doing no psychological, physical, emotional, spiritual and 
any other harm. The researcher ensured that respondents were not exposed to any 
psychological harm by checking that adequate content validity was in place and that 
the way in which questions were written and posed in the questionnaire, were easy 
to read and to understand. Respondents were allowed to ask questions or air their 
concerns as the researcher and assistants were always available during data 
collection.  
 
Freedom from exploitation 
 
According to Polit and Beck (2008:171) exploitation can be overt and malicious. This 
means that the respondents must not be put at a disadvantage. Respondents were 
fully informed about the study as indicated on the consent form (Annexure D). 
 
• Principle of respect for human dignity 
 
Right to self-determination 
 
The principle of self-determination states that the respondents have the right to 
decide voluntarily whether to participate in a study or not without prejudicial 
treatment. It also means that respondents have a right to ask questions and get 
appropriate answers (Polit & Beck 2008:172). Individuals are autonomous and they 
have a right to self-determination, which means that an individual has a right to 
participate or not in the study as well as to decide to withdraw from the study at any 
stage (Brink et al 2006:32). 
 
The principle of autonomy is interlinked with informed consent. Informed consent 
means that respondents have adequate information and full disclosure about the 
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research study. Adequate information means that respondents are informed about 
the study purpose, data to be collected and how to contact the researcher (Polit 
&Hungler 1996:140). They are capable of understanding and have a choice about 
participating or not in the study (Brink et al 2006:37; Brink 1996:42; Polit & Beck 
2008:172; Polit & Hungler 1996:140). Respondents need to know and be assured 
that they will not be victimised by stating their views, which may be seen or 
interpreted as negative.  
 
Informed consent was granted by respondents after getting information about the 
study. The information sensitised the respondents to the content of the questionnaire 
which enabled them to make an informed decision. Four elements included in the 
consent were disclosure of essential information to the respondent, understanding of 
the information by the respondent, ability of the respondent to give permission to 
consent and voluntary consent (Burns & Grove 2007:219). The researcher sought 
informed consent by issuing an information letter attached to the questionnaire in 
addition to explaining all relevant information about the research (Annexure E). 
 
Cohesion 
 
Easy to read font was used in the questionnaire, as well as simple English in order to 
avoid stress. The questionnaires were not given to respondents whilst they were 
busy with their routine work, but they were asked to complete them when they were 
ready to do so. 
 
Right to full disclosure 
 
The results of the study will be shared through the official channels of each Health 
district that took part in the study. 
 
Principle of justice, dignity and right to privacy 
 
The principle of justice includes respondents’ right to fair selection and treatment. 
The respondents were selected for reasons directly related to the study problem, not 
because they were readily available (Brink et al 2006:33). In justice the researcher 
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also observed equality, equity and privacy of the respondents. This was ensured by 
allowing the respondents to complete the questionnaire in an office that was 
allocated for that purpose. 
 
Right to fair treatment 
 
Right to fair treatment is based on the ethical principle of justice. People must be 
treated fairly and receive what they are due or owed (Burns & Grove 2007:213). 
Fairness in the selection of respondents was ensured by respondent selection based 
on probability sampling methods. Respect for those who declined to participate in the 
study was ensured, because questionnaires were issued once respondents 
consented. The researcher was conscious of not victimising or prejudicing 
respondents who were not willing to participate in the research.  
 
Privacy 
 
Data collected was kept in confidence as this is in line with research ethics. The 
questionnaires were not accessible to people who were not involved in the study 
(Polit & Beck 2008:173). 
 
Confidentiality and anonymity 
 
Study respondents have the right to expect that any information collected during the 
course of the study will be kept in strictest confidence (Polit & Hungler 1999:139). 
Anonymity was ensured by protecting them throughout the study by not allowing 
names or addresses of the respondents to be attached to questionnaires (Brink et al 
2006:47). No one had access to data except the researcher and the research 
assistants who were well trained in the maintenance of confidentiality. 
 
Protection of the rights of the research institutions  
 
External review and consent 
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Clearance from the Ethics Committee of the University of South Africa, Department 
of Health Studies was obtained to proceed with data collection.  Permission was 
sought from the Regional Medical Officer and from the district medical officers of the 
three districts which were the research settings for the study (Annexure C).  
 
Scientific integrity 
 
According to the online Dictionary-Wikipedia (17 August 2009) scientific integrity 
refers to the use of scientific methods to investigate a phenomenon and adhering to 
consistency, values and principles. 
 
The following matters were considered in order to maintain scientific integrity: 
 
Core research misconduct 
 
Research misconduct is defined as fabrication, falsification or plagiarism in 
proposing, conducting or reviewing research or reporting research results (Japan 
Organisation for Economic Cooperation and Development Global Science Forum 
2007:3; Polit & Beck 2008:188). 
 
Fabrication and falsification of data was avoided by seeking the assistance of a 
statistician who used SAS/Basic and SAS/STAT modules of the statistical software 
package to clean and analyse descriptive data. Plagiarism was also avoided by 
citing information from various sources in the text. The list of sources/bibliography 
acknowledges all the sources of information used in the study. 
 
Research practice misconduct 
 
Research practice misconduct was avoided by using scientifically proven research 
methods which are recommended in the research books consulted by the 
researcher. 
 
Data related misconduct 
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Primary data was preserved and kept in strict confidence by the researcher. 
 
 
3.7 DATA ANALYSIS 
 
Data analysis is a technique used to statistically reduce raw data in order to make 
presentation, interpretations and conclusions on the findings of the study (Burns & 
Grove 2007:536). In this study, descriptive and inferential statistical analysis was 
employed. The frequency distribution, central tendencies, percentages, mean and 
standard deviation were calculated. The researcher, with the help of a statistician, 
calculated the frequency distribution of perception, percentages, measures of central 
tendency such as the mean and standard deviation. Data analysis tests were applied 
to determine the perception of nurses about the implementation of FANC. 
 
A statistician was consulted for assistance on the use of the SAS/Basic and 
SAS/STAT modules of the statistical software package. This computer program was 
used to perform statistical analysis and data manipulation. Version 11.1 of the 
package was used (Polit & Beck 2008:469; Polit & Hungler 1995:18). 
 
 
3.8 CONCLUSION 
 
This chapter described the research approach - quantitative, research design -
explorative and descriptive and the survey. The aspects of research setting, 
population, sampling technique and development of instrument were discussed. 
Data collection, validity and reliability, data analysis and ethical considerations were 
all highlighted.   
 
Chapter 4 describes data presentation, analysis and interpretation of the research 
findings. 
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CHAPTER 4 
 
Data presentation, analysis and interpretation 
 
 
4.1 INTRODUCTION 
 
The purpose of this study was to explore and describe the perception of nurses 
about the implementation of focused ante-natal care services in the Dar es Salaam 
district health facilities. 
 
The research questions were: 
 
• What are the perceptions of nurses about the implementation of the focused ante-
natal care services? 
• Do nurses adhere to the focused ante-natal care guidelines during implementation?  
• Are there any problems/obstacles inhibiting the implementation of the focused ante-
natal care services? 
 
4.2 ANALYSIS OF THE DATA 
 
Questionnaires (see Annexure E) were administered by the researcher and the 
research assistants to the respondents and on return, numbers were assigned to 
them. The numbers were not for identifying respondents because anonymity had to 
be ensured. The numbers were for re-checking the questionnaires if a need arose. 
The research sample was 150 respondents and the response rate was 100% 
(n=150). Seven (7) questionnaires were spoiled. The questionnaires were not 
complete as some questions were not answered.  The following data analysis and 
presentation is of 143 respondents. The missing data did not pose any problems with 
analysis, because respondents were still more than 100 which was the minimum 
figure the researcher aimed at. Data is presented according to the six sections of the 
questionnaire as reported in Section 3.4.7 
 64 
 
Tables, graphs and figures are used in the data presentation.  According to Polit and 
Beck (2008:561), graphs have the advantage of communicating a huge amount of 
information in a summary at a glance. The presented percentages were rounded off 
to two decimal points. The research results of the statistical tests were discussed 
with reference to the sample characteristics of the respondents. References are only 
made to the frequencies of responses that showed significant variations. An 
annexure of the statistician’s comprehensive report is attached (see Annexure F). 
 
4.3 SECTION A: DEMOGRAPHIC DATA 
 
Section A of the questionnaire consisted of 23 items, covering category, age, 
whether the respondents had undergone RCH training, length of the training, 
experience in MCH services, training in FANC and knowledge gained in FANC 
training. 
 
4.3.1 Nursing category 
 
The nursing officers were a total of 50 (34.97%), nurse midwives added up to 53 
(37.06%) and 40 public health nurses completed questionnaires (27.97%). Figure 
4.1 depicts the sample and the percentage of nursing categories of respondents who 
participated in the study. 
 
 
Figure 4.1    Nursing category (N=143) 
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There is not much difference in the numbers of nursing officers and nurse midwives. 
The public health nurses were less than the other two categories in the health 
facilities. This is of benefit to the pregnant women, because the nursing officers and 
midwives have more skills like application of the nursing process and using diverse 
birth attendance skills in handling various health patterns of pregnant women. The 
study done in Sudan and Zambia (Nkowane, Boualam, Haithami, Sayed & Mutambo 
2009:1) reports that nurses and midwives are the key providers of nursing and 
midwifery services in many countries. Nurses form the major category of frontline 
workers who provide both preventive and curative services in communities. When 
the skills and experience of nursing and midwifery personnel are maximised, they 
can contribute significantly to positive health outcomes. Public health nurses only 
undergo two years of training, because they have Form 4, which is an upgrade from 
the MCHA level. It is of lesser quality and lower skill complexity in relation to the 
other nursing categories already alluded to.  
 
4.3.2 Age 
 
In the age range of 31 to 40 there were 49 nurses (34.27%), and this made up the 
highest group. The lowest age range of 51 to 60 constituted of 19 (13.29%) 
respondents. Figure 4.2 shows the age range, number of respondents in each age 
range and the percentage of each group. 
 
 
                                Figure    4.2 Age (N=143) 
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The rest of the findings in this item had no significant difference. It shows that most 
nurses who are working are not yet at retirement age. They are still productive and 
this has a positive impact on the delivery of services. Age range was of significance 
in this study because at a certain age one’s performance slows down as is confirmed 
by Young, Van Niekerk and Mogotlane (2003:260) who contend that an insidious 
decline in quality performance occurs from the adulthood age, ranging between 50 
and 65 years. At this period in life one has chronic health, health maintenance and 
rehabilitation needs. According to this notion, an adult is most active and productive 
during the period before 50 years of age. 
 
4.3.3 Trained in reproductive and child health 
 
Before nurses can be able to render ante-natal care services, they have to be trained 
in reproductive and child health services.  This is included in midwifery training. 
Figure 4.3 presents nurses trained in RCH. 
 
 
Figure 4.3   Trained in Reproductive and Child Health (N = 143) 
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midwifery or special informal training. Respondents trained in RCH were supposed 
to make up 100%, because they are already providing the services. It is assumed 
that those who answered negatively understood the statement to refer to formal 
training such as midwifery. Public health nurses in Tanzania have no midwifery 
training, but in their curriculum a considerable amount of reproductive health and 
mother and child services training is included. Glatleider (2006:21) in the Soviet 
Union states that countries with professional midwifery care within a supportive 
system have the best outcomes for mothers and babies. At the time of the report the 
Soviet Union was developing two midwifery training programmes to improve 
maternal and newborn services in the countries of the former Soviet Union. Some of 
the programmes were the WHO Essential ANC, Peri-natal and Post-partum Care 
training. Research findings in a study by Spurgeon, Hicks and Barwell (2001:123) in 
Birmingham reveal that midwifery-led care was much preferred to obstetrician-led 
care and did not lead to any deficits in clinical outcomes. In a study done in 
Burwood, New South Wales (Waters, Picone, Cooke, Dyer, Broodie & Middleton 
2004:16) the findings reveal  that there was good quality evidence that women were 
satisfied with receiving ante-natal care from midwives. It is assumed that the said 
midwives were able to give satisfactory care because they also used their 
experiences amongst other skills. People tend to build on experiences and be wiser. 
These findings support the notion that well-trained nurses in RCH can bring good 
health outcomes in caring for pregnant women and their unborn babies.   
 
4.3.4 Training period 
 
The training period aimed to categorise two groups, namely nurses who had formal 
training of 1 year and more like midwifery training and those who did short courses 
such as an in-service education or continuing education course, which could be 
formal or informal. Training period is shown in Figure 4.4. 
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Figure 4.4   Training period (N=143) 
 
From the 143, only 123 indicated their training period, whilst 20 did not answer the 
question. 
A prescribed period of learning and training prior to qualification is one of the 
characteristics of a profession like nursing and midwifery profession (Young, Van 
Niekerk & Mogotlane 2003:38). The length of training has significance when linked to 
the course content because an in-depth curriculum is covered in a longer period of 
training. Training of 1 to 2 weeks was undergone by 37 (30.08%) nurses, while 8 
(6.50%) nurses did the 1 to 6 months training course. The 1 to 2 weeks training was 
mainly on focused ante-natal care (FANC) training, which sets a good foundation for 
the maternal and child health (MCH) services delivery. Short training of a few days to 
one week is usually offered to a person who has previous background knowledge in 
the field for orientation or in-service training purposes.  All nurses who did short 
training on FANC had previous knowledge and training in RCH or midwifery. Nurses 
who did 1 year + training made up a total of 34 (28%), which is also a good 
indication of the availability of midwifery skills at the district health facilities.  
 
4.3.5 Experience in reproductive and child health 
 
Nurses with 1 - 5 years nursing experience totalled 57 (42.22%), there were 16 with 
6 -10 years experience (11.85%), which made it the lowest group and 34 nurses 
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(25.19%) had experience of 16 years and more. Figure 4.5 displays the experience 
in RCH.  
 
 
Figure 4.5   Experience in reproductive and child health (N=143) 
 
Eight (8) respondents did not answer the question, thus the missing data. 
Mulcahy (2006:16), who conducted research in New Zealand, states that experience 
mediates every aspect of what we understand as reality and it reveals the variety of 
ways in which we process information. A person’s cognitive map is built up from 
observations gathered as they travel through the environment. This indicates that 
experience is part and parcel of a human being and is influenced by environmental 
factors which may have a good or bad outcome or influence. In this study, there was 
an indication of a good skills mix, because nurses with less experience learn from 
those with more experience and they develop the necessary birth attendance skills, 
and according to this finding those nurses were in the majority. 
 
4.3.6 Trained in focused ante-natal care 
 
Concerning training in FANC, 87 (62.14%) nurses were trained, 51 (36.43%) were 
not and five (5) did not respond. The number of nurses trained in FANC is depicted 
in Figure 4.6. 
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Figure 4.6   Trained in focused ante-natal care (n=143) 
 
The highest percentage goes hand in hand with the bigger number of nurses who 
had 1 to 2 weeks training, which was established as specifically focused ante-natal 
care training under 4.2.4. The safe motherhood initiative emphasises the availability 
of skilled health personnel and such skill can only be obtained through appropriate 
training.  In Zambia, where high coverage of IPT second dose was achieved and 
sustained within existing systems, an analysis of enabling factors highlighted 
coordinated support to the routine clinic system and training of ante-natal care 
workers as key enabling factors (Steketee, Sipilanyambe, Chimumbwa, Banda, 
Mohamed, Miller, Basu, Miti & Campbell 2008:45). The study done in Mtwara, 
Tanzania (Von Both, Flepa, Makuwani & Mpembeni 2006:2) also states that special 
attention needs to be given to the achievement of counselling attitudes and clinical 
skills by attendees of the training programme during the training of FANC. Training in 
FANC is considered as critical to give nurses good skills in caring for pregnant 
women. These studies concur with the result in this study as the majority of the 
participants were trained in FANC, which implies that good clinical skills in caring for 
pregnant women should be available. However, a study conducted in Zimbabwe 
(Majoko, Munjanja, Nystrom, Mason & Lindmark 2007:802) contradicted this finding, 
as the findings of that study concluded that training in FANC did not show a change 
in skills, but that nurses were more effective as expressed by the increased 
adherence to procedures and better use of institutional health care services.  
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4.3.7 Knowledge gained from training 
 
Knowledge gained comprised of FANC guidelines, danger signs, complications, birth 
preparedness, IPT, ITN and health promotion. All 140 (97%) nurses remembered 
that they had been taught all the cited content and 124 (12.86%) out of 140 added 
other content such as PMTCT and 3 questionnaires were missing. Table 4.1 
presents the number of nurses who had different aspects of knowledge gained from 
training. See statistical report in annexure F for more clarity.  
 
Table 4.1 Knowledge gained from training (N=143) 
 
Knowledge gained N % 
ANC guidelines 140 14.52 
Danger signs  140 14.52 
Birth preparedness 140 14.52 
IPT 140 14.52 
ITN 140 14.52 
Health promotion 140 14.52 
Other 124 12.86 
 
Total 
                         
964 
 
 
 
In this study almost all the respondents, namely an average of 138 (96.50%) out of 
143 (100%) respondents reported that they had gained much from the training 
received on FANC and RCH. Knowledge gained from training resulted in competent 
skills to provide care, particularly, in this regard to pregnant women and unborn 
babies. Nurses can only be of assistance to pregnant women if they have the 
appropriate knowledge, skills and attitude as recognised by all midwives in a study 
done in Australia by Homer, Passat, Brodie, Kildea, Leap, Pincombe & Thorogood 
(2009:676). According to the WHO (2009a:1) “the development and maintenance of 
a competent workforce is a key component of the World Health Organization's effort 
to strengthen health systems based on primary health care”. According to Mrisho, 
Obrist, Armstrong-Schellenberg, Haws, Mushi, Mshinda, Tanner & Schellenberg 
(2009:1), in the study done in rural southern Tanzania, training opportunities for 
skilled attendants need to be strengthened. In Kenya, Birungi and Onyango-Ouma 
(2006:6) reported that the introduction of FANC had a positive effect on the quality of 
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care, particularly birth preparedness and an awareness of danger signs. In rural 
Tanzania Pembe, Urassa, Carlstedt, Lindmark, Nystrom and Darji (2009:3) 
discovered that women had a low awareness of the danger signs of obstetric 
complications, because half of the women knew at least one obstetric danger sign. 
This shows that if nurses lack knowledge of FANC training, women will not gain any 
information which could empower them to make choices or decisions to seek the 
help of professionals. 
 
4.3.8 Application of knowledge 
 
With regard to application of knowledge, 85 (61.59%) respondents were able to 
apply knowledge after training whereas 27 (19.57%) failed to apply knowledge and 
26 (18.84%) were unsure. Five (5) were missing. Table 4.2 depicts the application of 
knowledge. 
 
Table 4.2 Application of knowledge (N=143)  
 
Application of knowledge N % 
Yes 85 61.50 
No 27 19.57 
Unsure 26 18.84 
Missing data 5 3.4 
Total 143 100.00 
 
The large number of nurses namely 85 (61.5%) who applied the knowledge gained 
was a positive outcome of the training programme provided and a benefit to 
pregnant women. In a study done in KwaZulu-Natal, South Africa (Chege et al 
2005:2), nurses used the knowledge from training, but thereafter some left the 
services for greener pastures. This finding is supported by findings in a study done in 
Japan by Mean-Heng, Keiko, Mayumi, Kizuki, Satoshi, Kaoruko, Tomoko, Masahiro, 
Masafumi & Takehito (2007:193) which indicate  that participation of nurses in ante-
natal care with comprehensive health education at least three times a week was 
regarded as the use of ‘‘qualified ante-natal care providers’’. This shows that nurses 
need to impart knowledge to pregnant women through health education. It is hoped 
that if nurses apply their knowledge appropriately during contact with pregnant 
women, maternal and infant mortality rates can be reduced.  
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4.4 SECTION B:  CLINIC RESOURCES 
 
This section included aspects such as the question of adequacy of staff at the ante-
natal clinic (ANC), the nursing category that needs to be added and whether clinic 
facilities are adequate or not.  
 
4.4.1 Adequacy of staff as human resources 
 
There were 37 (26.4%) responses that indicated that staff are adequate, and 104 
(73.76%) reported staff to be inadequate. Two (2) did not respond. Table 4.3 
indicates adequacy of resources. 
 
Table 4.3 Adequacy of staff as human resources (N=143)  
 
Staff adequate N % 
Yes 37 26.20 
No 104 73.76 
No response 2 1.3 
Total 143 100.00 
 
This depicted shortage of staff is visible in most health facilities in Dar es Salaam as 
well as the entire country.  Out of 568 nurses who provide ANC services only 50% 
are trained to provide skilled health services for pregnant women and unborn babies 
across the country. Although there is an indication that these nurses are positive 
about their knowledge of FANC, the shortage of nurses is a great impediment to 
successful service delivery. The problem of staff shortage was identified by WHO 
Millennium Development Goal 5 (2008a), namely that the regions with the lowest 
proportions of skilled health attendants at birth were East Africa (EA) with 34%, 
Western Africa 41% and Central Asia 47%. The shortage of nurses has a negative 
impact on the delivery of services in Tanzania and other EA countries. Thomson 
(2005:202), after her visit to her PhD student in Nigeria, reported that at the first 
health centre they were informed that there were four midwives who rendered 
services at the clinic. When they arrived there, they only found one minimally trained 
health worker who said that there was only one midwife. At the next village the 
health centre had no midwife because she had been transferred to another centre 
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with no replacement. In Zimbabwe the staff shortage of midwives meant being on 
call 24 hours a day. Nurses could neither take days off nor make home visits 
(Mathole, Lindmark & Ahlberg 2005:388).In a study done in Tanzania, Mrisho et al 
(2009:3) confirmed this finding by lamenting that staff shortages need to be 
addressed in order to improve services to pregnant women.  In Italy, Zanconato, 
Msolomba, Guarenti & Franchi (2006:15) found that a mix of educational and cultural 
factors, together with a persistent lack of programmes, resulted in ineffective ANC. 
As a result inadequate human and non-human resources undermine the care of 
mother and child.  
 
4.4.2 Category of nurses to be added 
 
Almost all the respondents were of the opinion that all the nursing categories must 
be added.  This was indicated by 142 (99.30%) nursing officers and 143 (100%) all 
the nurses/midwives and all the public health nurses as displayed in Table 4.4.  
  
Table 4.4 Type of nursing category to be added (N=143) 
 
Category N % 
Nursing officers 142 99.30 
Midwives 143 100 
Public health nurses 143 100 
 
The result that all respondents wanted all categories of nurses to be added is in line 
with the shortage of staff identified in the earlier reported results. The findings of the 
study done in Northern Ireland (McNeill & Alderdice 2009:2888) state that midwives 
are usually the key professionals to offer serum screening for Down’s syndrome in 
the UK during ante-natal care. This category of nurses is very important as they are 
the primary health professionals who provide information to women and have 
essential birth attendance skills. However, in this study all the nursing categories 
were rated as important and needed to be added irrespective of the level of training 
in the provision of ANC services. The respondents had no particular choice of level 
which may be because of the need or shortage of nurses experienced.  
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4.4.3 Adequate provision of facilities 
 
The following items were responded to by the respondents: number of rooms and 
space, guidelines and checklists for provision of FANC, facilities for infection control, 
laboratory equipment for testing syphilis and availability of records and forms. The 
average mean value was 3.80 and the average of standard deviation was 1.34.This 
depicts that nurses were not satisfied with the adequacy of facilities and equipment. 
The findings concur with the studies conducted in Ghana, Malawi, Nigeria & 
Zimbabwe (Nyarko et al 2006:4; Misiri, Tadesse & Muula 2004:67; Adetoro [Sa]:50; 
Mathole, Lindmark & Ahlberg 2005:389) which all report a shortage of essential 
equipment, drugs and gloves, to mention, but a few. Another study in rural South 
Nigeria (Akinleye, Falade & Ajayi 2009:1) reveals that periodic shortages of SP in the 
clinics were reported. According to Mwanyiki, Kabiru and Mbugua (2002:184) 
mothers reported that amongst the reasons for women’s dissatisfaction with the 
services was the shortage of drugs and supplies.  Improvement is needed regarding 
facility resources. According to a study done in Ethiopia (Belay & Deressa 
2008:1305) and the one in Kinshasa (Pettifor, Taylor, Nku, Duvall, Tabala, Meshnick 
& Behets 2008:7) all researchers conclude that women were aware of the 
importance of using insecticide-treated bed nets (ITNs), but there were 
discrepancies in the availability as some women could not buy them. More 
information needs to be given on the availability of ITNs through RCH health 
facilities. A study conducted by African researchers (Noor, Mutheu, Tatem, Hay & 
Snow 2007:58) on ITNs reports a greater increase in ITN coverage in areas where 
free distribution operated between survey periods. The free distribution of ITNs is a 
component of FANC services, although this was not mentioned by respondents in 
this study. The possibility is that even equipment which was to be distributed freely 
was not available. 
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4.5 SECTION C: INFORMATION PROVIDED TO PATIENTS DURING ANTE-
NATAL VISITS 
 
 
4.5.1 Information 
 
This study investigated the type and comprehensiveness of information provided to 
pregnant women who attend ANC health services. The information provided to 
pregnant women according to this study is presented in Table 4.5. 
 
Table 4.5 Information provided to patients during ante-natal visits (N=143)  
 
Agreed Information 
% 
N Undecided 
% 
N 
 
Disagreed 
% 
N Total 
Health practices 
during pregnancy 
98.60 141 0.70 1 0.70 1 143 
Tests conducted 
during pregnancy 
98.00 139 0.70 1 1.41 2 142 
Treatment during 
pregnancy 
98.00 139 2.11 3 0.00 0 142 
Nutrition and breast- 
feeding 
100 141 0.00 0 0.00 0 141 
Birth preparedness 
and complication 
readiness 
95.77 136 1.41 2 2.81 4 142 
Labour and delivery 98.60 141 0.70 1 0.70 1 143 
Post partum care, 
family planning and 
birth spacing 
98.00 138 1.42 2 0.70 1 141 
 
Information provided to pregnant women had seven constructs that were assessed 
on a Likert scale. Of the total number of respondents, 141 (98.6%) agreed that they 
provide health education on nutrition and breastfeeding. This is the most basic and 
most common education that all the nursing categories include as content when 
providing information to pregnant women. It does not need any high level of skill or 
knowledge.  The average number of the respondents who indicated that they 
provided information to pregnant women during the ANC visits was 142 (98.97%). 
According to this result, health education is given priority as a function of 
nurses/midwives who provide care to pregnant women. However, the item on 
information on birth preparedness and complication readiness obtained the lowest 
response of 136 (95.77%). Tests, treatment and birth preparedness were missed by 
one (1) respondent each whereas nutrition and post partum care were missed by two 
respondents (2) each. There were 4 (2.81%) respondents who were not certain 
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regarding this finding. This result concurs with the situation in the country, namely 
that although ANC services are available the mortality and infant rates are still high. 
Although implementation of FANC is perceived positively, this finding indicates that 
there seems to be an inadequate number of nurses with the essential skills and 
knowledge on particularly FANC to educate pregnant women, especially with regard 
to critical aspects such as birth preparedness and complication readiness. This is of 
concern as it may indicate that information on birth preparedness could have been 
provided by a lesser skilled or informed category of nurses.  According to Homer et 
al (2009:676), women wanted midwives to have excellent communication skills 
which include being able to supply information and seeing women as partners when 
sharing information. A study conducted in Ghana (Nyarko et al 2006:2) revealed that 
most of the health care providers who participated were not aware of the counselling 
information that they should give to pregnant women on PMTCT. In Gambia (Anya et 
al 2008) the researchers concluded in their findings that information, education and 
communication during ante-natal care seemed to be poor. The same study also 
concluded that pregnant women who do not get adequate and appropriate 
information about pregnancy and childbirth would be ill-equipped to make choices 
that would contribute to their well- being. 
   
 
4.6 SECTION D:  INFORMATION PROVIDED ON HOW TO RECOGNISE 
COMPLICATIONS DURING PREGNANCY 
 
 
4.6.1 Information on how to recognize complications during pregnancy 
 
Table 4.6 depicts aspects on which information is provided to pregnant women on 
complications that could occur during pregnancy. One (1) respondent did not answer 
the question, thus N = 142 for the table below 
 
 
 
 
 78 
 
Table 4.6  Information provided on recognising complications during 
pregnancy (N=142) 
 
Agreed Complications 
% 
N Undecided 
% 
N Disagreed 
% 
N Total 
Rupture of membranes 95.03 134 2.13 3 2.84 4 141 
Vaginal haemorrhage 92.96 132 0.70 1 6.34 9 142 
Dizziness and fainting 91.55 130 4.23 6 4.23 6 142 
Excessive, offensive 
vaginal discharge  
92.91 131 1.42 2 5.67 8 141 
High fever 92.20 130 3.55 5 4.26 6 141 
Absence of fetal 
movements 
90.07 127 3.55 5 6.38 9 141 
Excessive fetal 
movements 
61.27 87 16.20 23 22.54 32 142 
 
Almost all the respondents, namely 141 (98.6%), confirmed that they gave 
information on complications during pregnancy, 4.54% were undecided about all the 
complications and 7.89% did not give the information. This shows that required 
information as per FANC guidelines was given to pregnant women by a reasonable 
number of the nurses. 
 
The area in which the most information was provided by nurses who agreed that 
they provide information on complications during pregnancy was the rupture of 
membranes, namely 134 (95.03%). This result concurs with the findings of the study 
done in KwaZulu-Natal, South Africa (Chege et al 2005:39) which reported concern 
about the remarkable number of clinics where the mean number of danger signs 
assessed reduced significantly in the intervention clinics, with women being 
counselled on less than two out of a possible eight signs. It is interesting to note that 
responses were the lowest on the provision of information on excessive fetal 
movements at a response rate of 87 (67.27%). Those who were uncertain were also 
the highest at a response rate of 23 (16.20%), and 32 (22.54%) disagreed, which 
means they did not provide information. The next lowest response was on providing 
information on the absence of fetal movements at a response rate of 127 (90.07%). 
This knowledge or information forms the core of ante-natal services. Factors 
contributing to this situation need to be investigated. Nurses who provide this 
information could be inexperienced as reported in the finding under the experience 
range as the majority indicated that they were in the experience range of between 1 
and 5 years. A smaller number trained in FANC could also be a factor to reckon with. 
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According to Jau’ and Paulista (2009:1), midwives in Sao Paulo, Brazil could not put 
into practice the essential competencies of care because of institutional barriers and 
personal resistance. The assumptions were to be investigated in order to improve 
the situation. The findings of this study suggest that there are gaps to be identified 
and addressed as not all aspects of the essential information on pregnancy 
complications are provided to women. 
 
4.7 SECTION E: PERCEPTIONS ABOUT IMPLEMENTATION OF FANC 
 
This section looked at whether the health facilities were perceived as providing 
focused ante-natal care services. Perceptions about implementation of aspects on 
FANC are indicated in Table 4.7. 
 
Table 4.7 Perception about implementation of FANC (N=143) 
 
Implementation Agreed 
% 
N Undecid
ed 
% 
N Disagree
d 
% 
N Total 
Clinic provides 
FANC services 
95.80 137 0.70 1 3.50 5 143 
Time spent with 
women is adequate 
93.71 134 2.10 3 4.20 6 143 
Tetanus 
immunisation is 
provided 
99.30 142 0.00 0 0.70 1 143 
Counselling on  
hygiene and  
infection prevention 
99.30 142 0.00 0 0.70 1 143 
Information about 
risks of drugs, 
tobacco and alcohol 
81.70 116 9.16 13 9.16 13 142 
IPT medication 
provided 
99.30 142 0.00 0 0.70 1 143 
Ante-natal card 
recorded according 
to guidelines 
100.00 143 0.00 0 0.00 0 143 
 
The provision of tetanus immunisation was reported by 142 (99.30%), counselling, 
hygiene and infection prevention by 142 (99.30%) and provision of IPT by 142 
(99.30%). The responses on these aspects were high, which signify that FANC is 
perceived as being implemented.  Perceptions on the implementation of FANC are 
noted to be significant as 143 (100%) respondents reported to be recording details 
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on the women’s records.  This is a cause for concern as sufficient time spent with the 
women was reported by 134 (93.71%) respondents, which is a low response. In 
other words, one could assume that not adequate time is spent with the women. 
Nurses might be spending more time on recording than on hands-on care, providing 
information or answering their questions. The findings none the less confirm that 
nurses have a positive perception about the implementation of FANC services in 
their clinics. The results are in line with those of Kenya (Birungi & Onyango-Ouma 
2006:5), which state that in one comparison district results showed that both 
providers (nurses) and patients accepted the focused ante-natal care services. 
Langer et al (2002) also conclude that women and providers (nurses) accepted the 
new FANC model generally.  Villar, Ba’aqeel, Piaggio, Lumbiganon, Belizán, Farnot, 
Al-Mazrou,  Carroli, Pinol, Donner, Langer, Nigenda, Mugford, Fox-Rushby, Hutton, 
Bergsjö, Bakketeig, Berendes and Garcia (2002:1551) state that in general women 
and providers  in both study groups were satisfied with the care received. Some 
women from the new ANC model group expressed concern about the timing of visits. 
There was no increase in cost; instead in some areas the new model decreased 
cost. The results in this study indicate that FANC is a model which is applicable in 
ANC services.  However, it is intriguing to note that the lowest response was on the 
item on provision of information about risks of drugs, tobacco and alcohol as only 
116 (81.70%) strongly agreed,  (95.81%) agreed, 13 (9.16%) were undecided and 13 
(9.16%) disagreed. This is also a result with significance. It could be that these are 
aspects that the women do not have a problem with, but it needs to be followed up 
with further research.  
 
4.8 SECTION F: PERCEPTION OF NURSES ABOUT THE OUTCOME ON THE 
IMPLEMENTATION OF FANC 
 
Table 4.8 depicts the perceptions about the outcome on the implementation of 
FANC. For provision of FANC and training two (2) responses for each were missing, 
FANC implementation, women satisfaction with four visits and women satisfaction 
with service were not answered by one (1) respondent each. Obstacles to 
implementation of FANC were not responded to by four (4) respondents. 
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Table 4.8 Perceptions about Implementation of FANC (N=143) 
 
Aspects probed Agreed 
% 
N Undecided 
% 
N Disagreed 
% 
N Total 
Clinic/health centre 
was ready to provide 
FANC 
97.16 137 
 
 
 
2.13 3 
 
 
 
0.71 1 
 
 
141 
Obstacles to 
implement FANC were 
attended to 
92.08 128 
 
 
5.04 7 
 
 
2.88 4 
 
 
139 
FANC training was 
helpful 
95.03 134 
 
 
2.84 4 
 
 
3.55 5 
 
 
141 
FANC implementation 
perceived positively 
96.48 137 
 
 
2.11 3 
 
 
1.41 2 
 
 
142 
Pregnant women are 
satisfied with 4 ANC 
visits 
94.34 134 
 
 
2.82 4 
 
 
2.82 4 
 
142 
Pregnant women 
satisfied with service 
96.48 137 
 
 
1.41 2 
 
 
2.11 3 
 
 
142 
Properly followed 
FANC guidelines, 
healthy mother and 
baby 
98.60 141 
 
 
1.40 2 
 
 
0.00 0 
 
 
143 
AVARAGE 98.60  
 
2.53  
 
1.91  
 
141 
 
An average response of 141 (98.60%) respondents indicated a positive perception 
about the outcome on the implementation of FANC in all the clinics or health centers 
that participated in the study. This conclusion is supported by the highest response 
of 141 (98.60%) agreeing that the FANC guidelines were properly followed. 
However, a notable result is that of the item on whether the obstacles/limitations in 
effectively implementing FANC have been attended to, which was agreed on by 128 
(89.51%) respondents. According to this result, there seem to be institutional 
obstacles that need to be attended to. This conclusion could be related to the finding 
about shortage of staff reported on earlier. It is noted that two respondents did not 
answer the question 
 
4.9 CONCLUSION 
 
This chapter discussed the data analysis and interpretation with the use of frequency 
tables, charts, graphs, descriptions and inferential statistics. Although gaps were 
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identified that require further investigation, the results of the study generally reveal 
positive perceptions by the nurses regarding the implementation of FANC.  
 
Chapter 5 concludes the study, discusses its limitations, and makes 
recommendations for practice, education and further research. 
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CHAPTER 5 
 
Findings, limitations and recommendations 
 
 
5.1 INTRODUCTION 
 
This chapter presents a summary of the findings, conclusions and limitations of the 
study, and makes recommendations for practice, education and further research. 
The study sought to investigate how nurses perceive the implementation of FANC in 
various ante-natal health care facilities. 
 
5.2 OBJECTIVE OF THE STUDY 
 
The objective of this study was to explore and describe the perception of nurses 
about the implementation of focused ante-natal care services. 
 
5.3 SUMMARY OF FINDINGS  
 
The study reported an average response of 98.60% frequencies about the 
perceptions on the implementation of FANC. This huge percentage was a positive 
indication that the implementation of FANC was reasonably well perceived. 
However, a shortage of human resources was cited by a majority of 104 (72.73%) 
respondents as a major obstacle to the successful implementation of FANC against 
37 (25.87%) responses. This is still a challenging problem that needs to be 
addressed. 
 
The research was further summarised under the research objective as follows: 
 
5.3.1 Demographic data 
 
The item on specifying the type and number of nursing categories was very 
important for this study, because ante-natal care services are provided by specified 
cadres of nurses in terms of different levels of training. These categories were 
identified as nursing officers who added up to 50 (34.97%), 53 nurse midwives 
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(37.06%) and 40 public health nurses (27.97%). The nursing officers are nurses who 
underwent a 4-year diploma training in general and midwifery. Nurse midwives did a 
3-year certificate course in general and midwifery training. Public health nurses only 
upgraded from MCHA and have no basic general nursing. They did the18-months 
training course on public health issues and reproductive health inclusive of ante-
natal care and delivery of newborn babies. The nursing officer who is a registered 
nurse (RN) or professional nurse is better equipped in terms of knowledge and birth 
attendance skills. For all the nurse categories to have FANC skills they need the 
specific training to build on their knowledge and experiences about ANC. Mathai 
(2002:1) states that health workers trained in conventional ante-natal care routines 
need to be retrained in the goal- oriented approach, which is FANC.  
 
One hundred and forty two (99.30%) nursing officers and 143 (100%) midwives and 
public health nurses respectively indicated that each category of nurses should be 
added. This implies that nurses were perceived as not enough, and all categories 
need to be added so that services to mother and child can be provided adequately. 
 
The highest number of nurses was in the age range of 31 to 50 (34.2%). This was a 
positive finding as young nurses are assumed to be still capable of doing their work 
with energy and zeal compared to those in an older age range.  
 
Young, Van Niekerk and Mogotlane (2003:19) conclude that when one is at your 
middle age or older (50-65), you are prone to various chronic problems which 
impede one’s performance to a certain extent. 
 
Training in RCH is beneficial for nurses who provide ante-natal care services, 
because they apply relevant knowledge and skills when handling pregnant women 
as evidenced by 123 nurses (86.01%) who were trained according to the study 
findings. The ambassador for Prevention of Maternal, Newborn and Child Health 
(PMNCH) Global Forum (Mongella 2007:3) states that health facilities do not 
necessarily need expensive equipment to save newborn lives, but rather need staff 
with necessary knowledge and skills like how to deliver and  resuscitate babies. 
Nurses need skills to provide quality FANC services to ensure a live mother and 
baby. The training period also counts, because a short training period of one or two 
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weeks can be effective for a nurse who has had previous training in the field. The 
content may be too complex for one who attends for the first time. This could be one 
of the reasons why the FANC training was first offered to nurse tutors in the country 
who then trained all the other categories in context. In this study 37 (30.8%) nurses 
had the short training which accommodated FANC training and was offered for two 
weeks. A high number of nurses, 34 (27.64%) were trained for a period of 1 year or 
more. This is the second largest percentage in this study, which is a positive 
indication that many nurses had midwifery training which is usually covered in the 1-
year training period. In midwifery training the curriculum covers care of a pregnant 
woman and unborn baby extensively. Nurses trained in FANC added up to 87 
(62.14%), and those not trained were a total of 51 (36.43%). The percentage of 
those trained corresponded well with the implementation of FANC, because 97% of 
the respondents provided essential information to pregnant women. This has positive 
implications with regard to the reduction of maternal and infant mortality rates. 
Nursing and midwifery is a profession which is capable of providing care for the 
public that is based on high standards of performance (Tanzania 2002:1) and 
training in FANC empowers nurses to achieve that goal. 
 
Nurses with experience of 1 to 5 years made up 57 persons (39.86%), whereas the 
lowest group had experience of 6 to10 years and consisted of 15 (10.49%). The 
biggest number of 57 (39.86%) corresponded well with the age range as more 
nurses were in the young age range of below 50. However, this is the group that has 
had less experience and this could tally with the finding that fewer respondents 
provided essential information on aspects such as recognising fetal movements or 
what to do when movements are excessive. The few nurses, 15 (10.49%), with 
experience had to act as preceptors to those with lesser experience. In a study done 
in Oregon, USA by Smith, McAllister, Snype and Crawford (2001:101) the 
researchers state that precepting takes place when an inexperienced individual 
works with an experienced person.  
 
The majority of nurses responded that they had gained knowledge on danger signs, 
FANC guidelines, birth preparedness, IPT, ITN and health promotion. Overall 
considerable knowledge had been gained by nurses and they agreed that they were 
able to apply the knowledge they had gained after training. However, it was noted 
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that 124 (86.71%) responded that they could not. This showed that there were some 
obstacles encountered by some of the nurses which may be personal or institutional. 
These obstacles need to be investigated further so that they can be identified and 
corrected. The way in which the training is offered and evaluated may need to be 
revisited to ensure that all the trained nurses are able to apply the information gained 
during training. This is in line with the study done in Gambia (Anya et al 2008) where 
an awareness of danger signs was low amongst the pregnant women who were 
interviewed. This finding impacts on the knowledge base of the nurses and ability to 
apply that knowledge in practice.  From another study in Nigeria Akinleye, Falade 
and Ajayi (2009:8) concluded that there was poor adherence to the Directly 
Observed Therapy (DOT) scheme of IPT and they advised on increasing IPT 
awareness of pregnant women. 
 
5.3.2 Clinic resources  
 
The positive frequencies to adequacy of staff were at 37 (26.4%) and the negative 
104 (73.76%). Adequacy of staff was responded to negatively and evidenced as a 
matter for concern. Shortage of nurses is a threat to the provision of FANC and other 
nursing services. Smith and Henderson-Andrade (2006:426) report that the global 
deficit of health workers is nearly 4.3 million. A critical shortage is faced by 57 
countries, 36 of which are in sub-Saharan Africa. The shortage of nurses has 
negative effects not only to the lowered quality of patient care, but also contributes to 
the development of stress and fatigue on the few working nurses. Berryman, Lukes 
and Keller (2009:1) report that fatigue results in health care errors, adverse events 
and outcomes, and decreased alertness and productivity. Nurses might not be 
patient and tolerant as required in handling difficult situations.   
 
The rooms and space of the clinics in the study were slightly adequate as displayed 
by a mean of 3. This indicates that there is no full satisfaction with the number of 
rooms and space, and that such facilities need to be expanded or added. Presently it 
is a matter of coping with scarcely available resources.  
 
Guidelines and checklists were the main tools for training and guidance on the 
provision of FANC.  This study indicated that these were not enough as each health 
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facility is expected to have such guidelines and checklists so that nurses may 
constantly refer to them to check whether they are providing the services as they 
should.  By using the checklists one is be able to know which step has been missed 
in the provision of care and what equipment needs to be ordered. Facilities for 
infection control seemed not to be adequate with a mean of 4, for example at some 
of the facilities there are no sinks for washing hands. According to the National 
Infection Prevention and Control Guidelines for Health Care Services in Tanzania 
(2007:10), hand hygiene should be applied before examining a patient. Nurses 
improvised by using urns with taps for hand washing. This was appreciated instead 
of using buckets or nothing. Laboratory equipment and supplies for syphilis 
screening are also not enough, having the same mean of 4. The rapid test kit for 
syphilis was usually out of stock.  Pregnant women still go to the laboratory for blood 
to be taken for syphilis tests. Nurses trained in FANC know how to use the rapid test 
kit, but unfortunately the kit was never available. A shortage of ante-natal cards was 
common as evidenced in this study by a mean of 4. Pregnant women are used to 
buying exercise books for recording the findings and treatment by nurses. This has 
become common practice at the district health facilities in Dar es Salaam. 
 
5.3.3 Information provided to patients during ante-natal visits  
 
It is important for pregnant women to get health care information so that they know 
how to prevent complications and stay healthy throughout the pregnancy. 
Information in this study included health practices during pregnancy, which consisted 
of health education on personal hygiene, how to dress, medication not to use, and 
body exercises recommended, to mention but a few. A notable high number of 
respondents, 141 (98.6%) out of 143, agreed that they did give information on health 
practices.  Those that didn’t agree were very few. Tests conducted during pregnancy 
include Haemoglobin tests, tests for syphilis and for HIV. A total of 139 (97.88%) 
nurses in this study confirmed that these tests were performed. If the pregnant 
woman’s status is known and she is HIV-positive, antiretroviral therapy is instituted 
to reduce mother-to-child transmission (MTCT) (McIntyre 2007:1).  The response is 
a good indication that FANC guidelines are followed by the nurses concerning this 
item.  
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Regarding treatments during pregnancy, 139 (97.88%) said they gave treatments 
during pregnancy. Treatments entailed giving iron tablets, treatment of positive 
results of syphilis and others. The haemoglobin concentration falls naturally in mid-
pregnancy and causes no harm to well-nourished women, however, it has been 
estimated that over one half of women of child-bearing age in Africa are anaemic. It 
has also been suggested that well over 50% of pregnant women in the world have a 
haemoglobin concentration indicative of anaemia (WHO 2002:4). The use of iron 
tablets by pregnant women serves as prophylaxis to anaemia. Women who receive 
daily iron supplements are less likely to have anaemia at term. A WHO systematic 
review of causes of maternal deaths reported anaemia as a direct cause of maternal 
deaths in 3.7% of cases in Africa and 12.8% in Asia (Kongnyuy & Van den Broek 
2007:1). Nutrition and breastfeeding are important components of information that 
should be given to pregnant women. In this study 141 (100%) agreed to providing 
information on nutrition and breastfeeding, which is a positive aspect of how 
implementation of FANC is perceived.  Whelan and Lupton in Bristol, United 
Kingdom, (1998:101) report that women who continued to breastfeed were more 
likely to have had sufficient time with a midwife who gave health education on the 
importance of breastfeeding. The implications for practice were that midwives were 
to provide quality advice and support to pregnant women on essential aspects such 
as nutrition and breastfeeding.  In a study done in Korea (Hae Won 2009:33), it was 
concluded that nutritional knowledge and some of the eating habits of pregnant 
women were significant to the outcome of the pregnancy. Nutritional knowledge 
during pregnancy was positively correlated with good eating habits and negatively 
with bad eating habits. Pregnant women will be able to know how to buy, cook and 
eat a well-balanced diet through health education from nurses. With an iron-rich diet 
anaemia can be prevented. 
 
Birth preparedness and complication readiness is a very important aspect of FANC. 
It has been the WHO’s policy (Stanton 2008:242) since the 1950’s that an important 
aspect of birth preparedness includes the where and with whom women should 
deliver. It is critical for women to deliver where a skilled attendant is available. With 
traditional ante-natal care it was easy to ignore issues like advising where to deliver, 
or to ask whether there will be someone to look after the family when the woman is 
in hospital for delivery. Issues of transport and blood donors in case of an 
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emergency are considered in the guidelines of FANC. All these activities aim at 
reducing maternal and infant mortality. A majority of the respondents, namely 136 
(95.10%), reported that they give information on labour and delivery. Pregnant 
women need to know how to recognise the onset of labour at home and visit a health 
facility on time. The respondents also indicated that they inform pregnant women on 
how to behave during labour. A total of 138 (96.50%) nurses gave information on 
post-partum care, family planning and birth spacing. However, a significant 
percentage had the highest response on providing information on absence of fetal 
movements at a response rate of 127 (89.07%). This knowledge or information is the 
core of ante-natal services.  Nurses who provide this information could be less 
qualified or inexperienced in providing such information. It could be that the more 
experienced or knowledgeable nurses spent more time completing records than with 
the pregnant women. The lesser qualified nurses are also expected to provide such 
knowledge to the women. In India (WHO 2007b:1) the use of family planning 
increased from 22.8% in 1980-81 to 44.1% in 1990-91 and further increased to 
56.3% in 2005–06 because of the quality information provided by nurses during the 
ANC visits. The importance of family planning and birth spacing cannot be over-
emphasised in this uncertain economy locally and globally. Also after delivery a 
woman needs to come to full recovery before she can even think of getting pregnant 
again. According to WHO (2005b:7), it was recommended that the waiting period 
between pregnancies should be 2-3 years. 
 
5.3.4 Information provided on how to recognise complications during 
pregnancy 
 
Pregnancy complications can happen to pregnant women in their home settings. It is 
therefore vital that they be educated and informed about what complications can 
occur, how to recognise them and what action to take when they occur. Rupture of 
the membranes is one of the complications which can happen.  A reasonably high 
number of respondents, 134 (95.03%), said they inform women about recognising 
the rupture of membranes and the importance of going to the nearest health facility 
when that occurs.  Rupture of the membranes can result in complications like cord 
prolapse or uterine infection if the rupture occurred over 24hours before established 
labour. Ante partum haemorrhage can be a fatal complication of pregnancy and it 
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can occur anytime during pregnancy (WHO 2001:4). Pregnant women need to be 
informed that they have to go to a health facility immediately if they observe any 
vaginal bleeding (JHPIEGO 2003:1). In this study, 132 (93.30%) nurses reported 
giving information about vaginal bleeding.  What is of concern is the 7.05% that does 
not provide such information to pregnant women. These nurses may not be well 
informed themselves about the dangers of vaginal bleeding during pregnancy. 
Although most of the nurses in the study had some form of training in caring for 
pregnant women and their unborn children, there seems to be a need for review of 
the quality of training, supervision and follow-up as they implement FANC.  
 
With regard to dizziness and fainting, 130 (90.91%) responded that they were giving 
the information on these aspects. Information on excessive vaginal discharge was 
provided by 131(91.60%) nurses. It is important for pregnant women to know when 
the vaginal discharge warrants a visit to a health facility. High fever needs to be 
recognised by pregnant women as a danger sign as it could signify occurrence of 
infection which could affect the unborn baby. Positive responses about high fever 
were 130 (90.91%), indicating that at the health facilities information on recognising 
high fever was given. According to Bennet and Brown (1999:232), if the foetus did 
not move 12 times in a 12- hour period the pregnant woman needs to report this. It is 
important for pregnant women to know about this because absence of movement by 
the foetus can lead to a stillbirth. Only 127 (89.9%) respondents gave information on 
how to recognise an absence of fetal movements.  The response of nurses who 
gave information on excessive fetal movements was the lowest as only 87 (60.83%) 
gave this vital information.  Although the number of nurses who gave information 
seemed to be satisfactory, improvement is needed in the provision of FANC so that 
all (100%) the nurses can ensure the safety of the mother and the unborn baby. The 
study done in Cameroon by Tita, Selwyn, Waller, Kapadia and Dongmo (2005:901) 
also indicated that there was an opportunity to improve poor maternal and perinatal 
outcomes by addressing low and discrepant levels of awareness and the use of 
effective reproductive health interventions such as effective information given to 
pregnant women. 
 
 91 
 
 
5.3.5 Perceptions about the implementation of FANC 
 
Perceptions about the implementation of FANC covered aspects like the provision of 
focused ante-natal care services at the clinic.  In this regard 137 (95.81%) nurses 
stated that at their clinics FANC was provided. This is a good indication that FANC is 
applicable and in this study this is in line with the large number of nurses trained in 
FANC. This finding also tallies well with the giving of information on health and on 
complications during pregnancy. Adequacy of time spent with each woman during a 
visit was one aspect where 134 (93.7%) nurses agreed that the time was enough. 
This depicts that nurses are satisfied with FANC services and that no extra time is 
needed.  
 
Tetanus immunisation was provided by 142 (99.3%) nurses, which supports the fact 
that cases of tetanus are very rare amongst the newborn babies in Dar es Salaam. 
This is also assisted by health education given on umbilical cord care. Almost all the 
nurses, namely 142 (99.3%), provided counselling on the use of insecticide–treated 
bed nets and infection control. Pregnant women need to use the ITNs to protect 
unborn babies from malaria. Vouchers are given at the clinics to pregnant women to 
buy ITNs at identified stores at low cost. The study done in Nigeria (Musa, 
Salaudeen & Jimoh 2009:1) stipulated  problems such as scarcity of nets, difficulty in 
getting chemicals for re-treatment of nets and non-availability of quality ITNs in 
shops, and concluded that despite government policy of free ITNs for pregnant 
women, utilisation of the same by the women was still low.  Medication for 
Intermittent Preventive Treatment (IPT) for malaria was provided according to 
protocol by 142 (99.3%) nurses in this study. Pregnant women swallow IPT drugs at 
the clinic as an infection precaution measure. They buy their own water because tap 
water in Dar es Salaam is unsafe to drink without boiling or chlorination. In this study, 
116 (81.11%) nurses gave pregnant women information on which drugs to take or 
not to take during pregnancy and also about the dangers of tobacco. This number is 
found to be too low, which could indicate that the women generally do not smoke or 
abuse drugs. 
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In pregnancy maternal tobacco consumption is associated with decreased infant 
birth weight as reported in a study done in Burlington, USA (Reeves & Bernstein 
2008:10 -11). The same study also stated that smoking cessation programmes that 
actively encourage patients are successful in getting women to quit and these result 
in improvement in both ante-natal growth parameters and neonatal birth weight.  
Nurses are in a good position to encourage pregnant women to quit smoking and 
this is part of FANC. Nurses who provided relevant details on the women’s 
records/ante-natal cards added up to 143 (100%). This shows that recording of the 
services provided during each visit was done, even if it was in an exercise book and 
not on a clinic card. Recording in nursing was commenced by Florence Nightingale 
who was able to show the decrease of the death rate amongst soldiers in Crimea 
from 42% to 2% (Cherry & Jacob 2001:10). Documentation shows progress of 
pregnancy, treatment interventions and gives the overall picture of maternal and fetal 
condition. 
 
5.3.6 Perceptions about the outcome on the implementation of FANC 
 
Perceptions about the implementation of focused ante-natal care include whether the 
clinics were ready to implement FANC or not. Affirmative responses totalled 139 
(97.16%). Although the clinics were ready with other resources, human resources, 
especially nurses, were not available. The major finding in this study was noted to be 
a shortage of nurses.  Nurses who responded positively to this statement added up 
to 128 (92.08%). This depicts that the health centres were reasonably ready to start 
FANC services. The next aspect that was probed was whether training of FANC was 
needed for all nurses providing ante-natal care services or not. In general, nurses 
had a positive perception about the implementation of FANC according to the 
findings of this study.  Responses from participants in this study on whether women 
were satisfied with four ANC visits totalled 134 (94.37%). It was an indication that 
women were not complaining about the number of visits as also evidenced in WHO 
studies.  
 
Regarding whether pregnant women were satisfied with FANC services, 137 
(96.48%) stated that they were satisfied because they did not receive any complaints 
(WHO 2001:8). This finding was similar to that of a study by Mrisho et al (2009) in 
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which nearly all women perceived ANC services to be important and expressed 
complete trust in health care providers. In a study done in Uganda by Tann, Kizza, 
Morrison, Mabey, Muwanga, Grosskurth and Elliot (2007:2), the researchers 
concluded that women were prepared to travel to health facilities providing quality 
services including voluntary counselling and IPT. All these services are included in 
FANC. The statements on probing about adherence to the FANC guidelines were 
responded to by 141 (98.6%) participants who indicated that if guidelines of FANC 
are appropriately followed the outcome can be a healthy mother and baby and thus 
reduce maternal and infant mortality rates. 
 
5.4 SCOPE AND LIMITATIONS 
 
 
The main disadvantage in this study was that seven questionnaires were spoiled as 
the respondents failed to answer some of the items; and the study sample size was 
reduced to one hundred and forty three (n=143) respondents.  
The study was done in the Dar es Salaam region only, and can therefore not be 
generalised for other regions of Tanzania. The tutors from schools of nursing, 
although they were trained in FANC, were not part of the study. Pregnant women 
were not involved in this study although the study dealt with the services rendered to 
them. They could provide valuable information about their experiences as recipients 
of the care rendered. There was a high rate of missing frequencies, which might 
have been due to language problems or inadequate training of the volunteers who 
assisted with data collection. 
 
5.5 RECOMMENDATION 
 
The findings provide significant information on how the nurses perceive 
implementation of FANC in district health facilities of Dar es Salaam. Overall findings 
show that FANC services are successfully provided in Dar es Salaam, but there 
were gaps in terms of adequacy of facilities namely size of rooms, space, drugs, 
infection control facilities, guidelines, record cards and also the shortage of nurses. 
These gaps need to be attended to in order to improve the quality of care rendered 
to pregnant mothers and children. 
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• Nursing practice 
 
Extensive recruitment and employment of nurses and midwives has to be done by 
the district health authorities to abate the shortage. For effectiveness this has to be 
coupled with an increase in needed facilities. Improvement of facilities can also be a 
strategy for retention of staff. The Primary Health Services Development Programme 
(PHSDP) is one of the Ministry of Health strategies to improve health services at the 
districts by improving the facilities and staff shortages. This needs to be 
strengthened and monitored so that women and children can get the expected 
services to reduce mortality rates. To further improve nursing practice, more nurses 
have to be trained in FANC and those trained should continue receiving updates so 
that they keep abreast of new developments in RCH. Supervision on the application 
of knowledge gained should be put in place. Some form of evaluation on how the 
FANC guidelines are followed and adhered to seems to be necessary to strengthen 
the already scarce skills of nurses to provide valuable information to pregnant 
women. 
 
• Further research 
 
Further research can be done on the following aspects: 
 
 A comparative study involving pregnant women in order to investigate their views 
about focused ante-natal care services, because this study only focused on 
providers 
 Exploration of the use of ITNs received through health facilities, and whether women 
are using  them or not 
 A study to investigate whether tutors were able to incorporate FANC into the 
curriculum at the schools of nursing 
 A study of the same nature to be replicated in other regions of Tanzania 
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5.6 CONCLUSION 
 
The study discovered a positive perception of FANC services by nurses at the district 
health facilities. WHO studies showed that FANC is an effective service to improve 
the health of a pregnant woman and the unborn child when implemented well.  There 
were, however, some gaps identified and recommendations were given to address 
them. 
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Annexure   A       Letter of requesting permission to conduct the study 
 
 
 
 Letter of requesting permission to conduct a research study at the Dar es 
Salaam district Health Facilities   
 
 
                                                                                     Aga Khan University-TIHE 
                                                                                      P.O BOX 38129 
                                                                                      DAR ES SALAAM 
                                                                                      TANZANIA 
 
 
 
The Regional Medical Officer 
City Council 
Dar es Salaam. 
 
Dear Sir/Madam 
 
REQUEST TO CONDUCT A STUDYON PERCEPTION OF NURSES ABOUT 
IMPLEMENTATION OF FOCUSED ANTE NATAL CARE IN THE DISTRICT 
HEALTH FACILITIES OF DAR ES SALAAM. 
 
The above named topic refers: 
I am a student of the University of South Africa – department of Health Studies. I am 
registered for Masters in Nursing (MA cur) with student number -0396-434-5. The 
study is for meeting the requirements of the mentioned degree. 
I kindly request permission to collect data in the health facilities of Kinondoni, Ilala 
and Temeke districts. The data will be collected from nurses providing ante natal 
care services, using questionnaire as the administrative tool. 
The purpose of the study is to explore and describe the perception of nurses about 
the implementation of focused ante natal care in Dar es Salaam health districts. If 
  
 
given permission, the research assistants will be identified amongst nurses to 
distribute the questionnaires after training and full explanation about the tool. 
 
All respondents will be given full information about the study and they will sign a 
written consent form which briefly also indicates issues of confidentiality and 
anonymity. They will be explained to that they also have a right to with draw from the 
study if they feel uncomfortable. 
Please use the contact below for communication regarding the above request. 
 
Yours sincerely, 
 
Mavis Yengo 
Tel: 0784 861664 
Email: myengo@hotmail.com or mavis.yengo@aku.ac.tz 
 
Name of Supervisor 
Mrs L.V. Monareng 
University of South Africa 
Tel: 012- 4296059 
Email: monarlv@unisa.ac.za 
 
Signature of student ……………………………………………… Date…………… 
 
Signature of supervisor…………………………………………    Date…………… 
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 Participant Consent form 
 
 
  Aga Khan University-TIHE 
   P.O. BOX 38129 
   DAR ES SALAAM 
  TANZANIA 
 
 
 
RESEARCH: PERCEPTION OF NURSES ABOUT THE IMPLEMENTATION OF 
FOCUSED ANTE NATAL CARE IN DISTRICT HEALTH FACILITIES OF DAR ES 
SALAAM. 
 
 
 
Researcher: Mavis Lungelwa Yengo (Hons BA Nursing Science) 
 
I kindly request you to participate in a study that is aimed at exploring the perception 
of nurses about the implementation of focused ante natal care in Dar es Salaam 
district health facilities. 
 
Participation 
 
The participation in this study is voluntary; you can also withdraw at any time from 
the study if you feel uncomfortable. Confidentiality will be ensured by not using your 
name or address on the questionnaire. There are no risks involved in participating in 
this study. 
 
Study Tool 
 
You will be expected to fill in a questionnaire with twenty eight (28) questions, some 
questions will need a yes or a no answer and some questions will need you to 
choose answers from the list given.  
 
 
Benefits 
 
The study has no immediate benefits to the respondents, but will have benefits later 
in the overall improvement of reproductive health services and in reducing maternal 
and infant morbidity and mortality rates. 
 
  
 
I welcome any question if you have any about the study and your participation. 
Should the need to contact me arise, please use the contact details below.     
 
 
 
Researcher                                                          Date  
 Mavis Yengo 
 
                                                                                             
 
Supervisor                                                            Date                                                  
Mrs L.V. Monareng 
 
 
 
I, the under signed, understand the nature of the study, benefits, my right to 
voluntary participation, confidentiality and withdrawal from the study without any 
victimisation. I have had the opportunity to ask questions and answered to my 
satisfaction.  
 
I hereby freely consent to take part in this study. 
 
 
 
Name of participant 
 
 
---------------------------                                                     ------------------------ 
 
Signature of the participant                                             Date 
 
--------------------------- 
 
Contacts: 
                                                                                               
Mavis Yengo 
Tel: 0784 861664 
Email: myengo@hotmail.com or mavis.yengo@aku.ac.tz 
 
Name of Supervisor 
Mrs L.V. Monareng 
University of South Africa 
Tel: 012- 4296059 
Email: monarlv@unisa.ac.za 
 
 
 
 
  
 
ANNEXURE  E 
 
 
QUESTIONNAIRE ON NURSES’ PERCEPTION ABOUT THE IMPLEMENTATION 
OF FOCUSED ANTE NATAL CARE SERVICES. 
 
All information herewith provided will be treated confidentially. It is not 
necessary to indicate your name in this questionnaire 
 
          INSTRUCTIONS   
 
1. Please answer all questions by providing an “X” in the box corresponding to the 
chosen alternative or by writing your opinion in the space provided 
2. Please answer all questions as honestly, frankly and objectively  as possible 
3. Answer according to your own personal opinion and experience 
 
 
Answer the question by placing an “X” in the box corresponding to the 
alternative which is applicable to you 
 
 
                            
 
SECTION A: PERSONAL DATA 
 
 
 
Ref no: 
 
 
0 0 0 1 
                       4 
 
Todays date: 
 
 
Day Month Year 
        
 
      
                       10 
 
1 
 
  What is your nursing category? 
 
1. Nursing Officer  2. Nurse/Midwife  3. Public Health nurse  
 
  
 
 
11 
 
 
2 
 
What is your age range? 
 
1  20-30  
2  31-40  
3  41-50  
4  51-60  
 
       
 
  12 
 
 
3 
 
Did you undergo any training in Reproductive and Child Health? 
 
1 Yes  
2 No  
 
 
 
 
 
 
             13  
 
4   
  
 
If ‘yes’ to item 3, how long was the training? 
 
1 1 – 2 weeks  
2 3 – 4 weeks  
3 1 – 6 months  
4 1 year, or more  
 
 
 
 
 
 
             14 
5 
 
How long have you been providing Maternal and Child Health services? 
 
1 1 – 5 years  
2 6 – 10 years  
3 11 – 15 years  
4 16+ years  
 
 
 
 
 
 
 
              15 
 
 
6 
 
Were you ever trained in focused ante natal care services? 
 
1 Yes  
2 No  
  
 
 
 
 
 
             16 
7 
 
What knowledge did you gain during training? Please indicate all applicable 
areas 
 
1 How to use focused ante natal care guidelines  
2 About danger signs of complications  
3 Individualized birth preparedness(IBP)  
4 Intermittent prevention treatment (IPT)  
5 Insecticides treatment nets (ITN)  
6 Health Promotion and disease prevention 
during pregnancy 
 
7 Other  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
          23 
8 
 
Were you able to fully apply knowledge gained in your workplace? 
 
1 Yes  
2 No  
 
 
 
 
 
 
 
           24 
 
 
 
 
 
 
 
  
  
 
 
SECTION B : CLINIC RESOURCES AND FACILITIES 
 
1 
 
Is the number of staff adequate to provide ante natal care at the clinic you 
are working at? 
 
1 Yes  
2 No  
 
 
 
 
 
 
           25 
 
2 
 
What category of nurses needs to be added? You may choose more than 
one option 
 
1 Nursing officer  
2 Nurse midwife  
3 Public health nurse  
4 other  
5 none  
 
 
 
 
 
 
 
 
 
 
          26 
3 
 
On a scale of 7 please indicate which of the following facilities are 
adequately provided/ exists at your clinic. 
 
1: Totally inadequate, :………………… 7: Adequate in the best sense 
 
 1 2 3 4 5 6 7 
1 Is the number of available rooms adequate 
to provide all ante natal care services? 
       
2 Is the space in the rooms adequate to allow 
free movement when attending to a patient? 
       
3 Are the guidelines and checklists for 
provision of focused ante natal care 
adequate? 
       
4 Are the facilities for infection control 
adequate? 
       
5 Are laboratory equipment and supplies for 
syphilis screening adequate? 
       
6 Is the availability of records and forms 
adequate?  
       
7 Is the quantity of drugs for ante natal care 
services enough?  
       
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
       27 - 33 
                                                                                                                                        
    
 
SECTION C:  INFORMATION PROVIDED TO PATIENTS DURING ANTE NATAL VISITS 
 
 
During ante natal visits, do you agree that the following information is provided to patients? 
              (Please answer by selecting the appropriate response in each instance) 
 
Scoring: 
 SA = strongly agree; A= agree; U = undecided; D = 1 2 3 4 5 
Official 
use 
  
 
disagree; SD = strongly disagree  
SA A U D SD 
           
1  Health practices during pregnancy         
2 Tests conducted during pregnancy                     
3 Treatments during pregnancy                            
4 Nutrition and breast feeding        
5 Birth preparedness and complication readiness        
6 Labour and delivery        
7 Post partum, Family planning and birth spacing        
                                                                                                                                                                34 - 40 
 
SECTION D:                                                                                                                                        
 INFORMATION PROVIDED ON HOW TO RECOGNISE COMPLICATIONS DURING PREGNANCY AND 
TO PROCEED                                                                                                                                                          
If complications occur during pregnancy, please indicate your level of agreement to the availability of 
information on how to recognise and proceed to each aspect listed below    
 
Scoring: 
 SA = strongly agree; A= agree; U = undecided; D = 
disagree; SD = strongly disagree 
SA A U D SD Official use 
1 Rupture of membranes                                
2 Vaginal Haemorrhage        
3 Dizziness and fainting                                                                      
4 Excessive or offensive vaginal discharge                                                                
5 High fever           
  
 
6 Absence of fetal movements        
7 Excessive fetal movements          
                                                                                                                                                    
41- 47  
  
 
 
SECTION E:  PERCEPTIONS ABOUT IMPLEMENTATION OF FOCUSED ANTE NATAL CARE 
 
Please indicate your level of agreement with the following statements 
                                                  
 Scoring: 
 SA = strongly agree; A= agree; U = undecided; D = 
disagree; SD = strongly disagree 
SA A U D SD   
1 The clinic you are working at does provide focused ante natal care services        
2 Time spent with pregnant women at each visit is adequate        
3 Tetanus immunisation is provided for all pregnant women        
4 Counselling on hygiene and infection prevention practices is given        
5 Information is provided about the risks of using tobacco, alcohol, local drugs and tetanus remedies        
6 
Medication for Intermittent Preventive Treatment (IPT) 
for malaria is provided according to protocol 
 
       
7 Relevant details of care on the woman’s record/ante natal card is recorded according to guidelines        
                                                                                                                                            
48 - 54  
  
 
SECTION F: PERCEPTIONS ABOUT THE OUTCOME ON THE IMPLEMENTATION OF FOCUSED ANTE 
NATAL CARE 
Scoring: 
 SA = strongly agree; A= agree; U = undecided; D = 
disagree; SD = strongly disagree 
SA A U D SD   
1  This particular clinic/ Health centre was ready to start focused ante natal care services        
2 
Obstacles/limitations in effectively implementing 
focused ante natal care at this centre have been  
attended to 
       
3 Training in focused ante natal care was helpful for all nurses providing ante natal care services        
4 
Implementation of focused ante natal care services is 
perceived as acceptable, goal directed and of 
acceptable quality 
       
5 Pregnant women are satisfied with the four recommended ante natal visits        
6 
Pregnant women attending this clinic/health centre 
since the implementation of focused ante natal care 
services are satisfied 
 
       
7 
Properly followed guidelines for implementation of 
focused ante natal care results in a healthy mother and 
baby throughout during pregnancy 
       
                                                                                                                             55 - 
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Annexure  F         Statistical report 
 
 
Report: Perceptions on implementation of focused ante natal care services 
8-11-2009 
 
 
 
1. Frequency distributions of biographical information 
 
The tables presented below describe the biographical attributes of the sampled 
population, according to nursing category, age, whether the respondents had 
undergone RCH training, length of the training, experience in MCH services, training 
in ante natal care and knowledge gained via ante natal care training.  
 
 
Nursing category 
a1 
Frequen
cy 
Perce
nt 
Cumulati
ve 
Frequenc
y 
Cumulati
ve 
Percent 
nursing 
officer 
50 34.97 50 34.97 
midwife 53 37.06 103 72.03 
Pub. health 
nurse 
40 27.97 143 100.00 
 
age 
a2 
Frequen
cy 
Perce
nt 
Cumulati
ve 
Frequenc
y 
Cumulati
ve 
Percent 
20-
30 
33 23.08 33 23.08 
31-
40 
49 34.27 82 57.34 
41-
50 
42 29.37 124 86.71 
51-
60 
19 13.29 143 100.00 
 
  
 
Trained in RCH 
a3 
Frequen
cy 
Perce
nt 
Cumulati
ve 
Frequenc
y 
Cumulati
ve 
Percent 
ye
s 
123 86.01 123 86.01 
no 20 13.99 143 100.00 
 
Training period 
a4 
Frequen
cy 
Perce
nt 
Cumulati
ve 
Frequenc
y 
Cumulati
ve 
Percent 
1-2 weeks 37 30.08 37 30.08 
3-4 weeks 11 8.94 48 39.02 
1-6 
months 
8 6.50 56 45.53 
7-12 
months 
33 26.83 89 72.36 
1 year + 34 27.64 123 100.00 
 
 
Frequency Missing = 
20 
 
 
Experience RCH 
a5 
Frequen
cy 
Perce
nt 
Cumulati
ve 
Frequenc
y 
Cumulati
ve 
Percent 
1-5 yrs 57 42.22 57 42.22 
6-10 yrs 16 11.85 73 54.07 
11-15 
yrs 
28 20.74 101 74.81 
16 + yrs 34 25.19 135 100.00 
 
Frequency Missing 
= 8 
 
trained ante natal care 
a6 
Frequen
cy 
Perce
nt 
Cumulati
ve 
Frequenc
y 
Cumulati
ve 
Percent 
yes 87 62.14 87 62.14 
no 51 36.43 138 98.57 
 
  
 
Frequency Missing 
= 5 
 
staff adequate ANC 
b1 
Frequen
cy 
Perce
nt 
Cumulati
ve 
Frequenc
y 
Cumulati
ve 
Percent 
ye
s 
37 26.24 37 26.24 
no 104 73.76 141 100.00 
 
Frequency Missing 
= 2 
 
 
 
 
 
2. Composite frequency distributions on the various aspects (constructs of ante 
natal care services probed 
 
Composite frequency tables on the various aspects of ante natal care probed in 
sections b-f as presented below. The tables give an overview of respondent 
perceptions. Category of nurses to be added, adequacy of facilities available at 
clinics for ante natal services, satisfaction level with information provided during ante 
natal visits to pregnant woman, satisfaction with info provided on danger signs and 
complications to pregnant woman, perceptions on ante natal care services 
implementation and perceptions on the outcome and results of the implementation of 
ante natal care services at clinics where respondents work, 
 
 
Q b2: Category 
of nurses to be 
added 
Total 
Frequency 
Percent 
Row Pct 
Nursing officers 142 
99.30 
 
Midwives 143 
100 
 
Public health 
nurse 
143 
100 
 
 
 
 
 
  
 
 
 
Q a7: Knowledge gained from training  
Aspects probed  
Frequency 
Percent 
Row Pct total 
ANC guidelines 140 
14.52 
100.00 
Danger signs, 
complications 
140 
14.52 
100.00 
birth preparedness 140 
14.52 
100.00 
IPT 140 
14.52 
100.00 
ITN 140 
14.52 
100.00 
Health promotion 140 
14.52 
100.00 
other 124 
12.86 
100.00 
Total 964 
100.00 
  
 
 
 
 
Q c: Information provided to patients, agreement    
(Aspects probed) satisfaction levels 
Total 
Frequency 
Percent 
Row Pct 
agre
e + 
agre
e 
undecid
ed 
disagre
e 
disagr
ee + 
pregnancy health 
practices 
26 
2.62 
18.1
8 
115 
11.5
7 
80.4
2 
1 
0.10 
0.70 
1 
0.10 
0.70 
0 
0.00 
0.00 
143 
14.3
9 
 
tests conducted, 
pregnancy 
29 
2.92 
20.4
2 
110 
11.0
7 
77.4
6 
1 
0.10 
0.70 
2 
0.20 
1.41 
0 
0.00 
0.00 
142 
14.2
9 
 
treatment during 
pregnancy 
34 
3.42 
23.9
4 
105 
10.5
6 
73.9
4 
3 
0.30 
2.11 
0 
0.00 
0.00 
0 
0.00 
0.00 
142 
14.2
9 
 
nutrition & breast 
feeding 
34 
3.42 
24.1
1 
107 
10.7
6 
75.8
9 
0 
0.00 
0.00 
0 
0.00 
0.00 
0 
0.00 
0.00 
141 
14.1
9 
 
birth preparedness 52 
5.23 
36.6
2 
84 
8.45 
59.1
5 
2 
0.20 
1.41 
3 
0.30 
2.11 
1 
0.10 
0.70 
142 
14.2
9 
 
labour & delivery 53 
5.33 
37.0
6 
88 
8.85 
61.5
4 
1 
0.10 
0.70 
1 
0.10 
0.70 
0 
0.00 
0.00 
143 
14.3
9 
 
fam planning, birth 
spacing 
43 
4.33 
30.5
0 
95 
9.56 
67.3
8 
2 
0.20 
1.42 
1 
0.10 
0.71 
0 
0.00 
0.00 
141 
14.1
9 
 
Total 271 
27.2
6 
704 
70.8
2 
10 
1.01 
8 
0.80 
1 
0.10 
994 
100.
00 
Frequency Missing = 7 
 
 
  
Info on complications and danger signs during pregnancy 
Aspects probed satisfaction level 
Total 
Frequency 
Percent 
Row Pct 
agre
e + 
agre
e 
undecid
ed 
disagre
e 
disagr
e + 
rapture of membranes 39 
3.94 
27.6
6 
95 
9.60 
67.3
8 
3 
0.30 
2.13 
0 
0.00 
0.00 
4 
0.40 
2.84 
141 
14.2
4 
 
vaginal haemorrhage 52 
5.25 
36.6
2 
80 
8.08 
56.3
4 
1 
0.10 
0.70 
6 
0.61 
4.23 
3 
0.30 
2.11 
142 
14.3
4 
 
dizziness, fainting 31 
3.13 
21.8
3 
99 
10.0
0 
69.7
2 
6 
0.61 
4.23 
2 
0.20 
1.41 
4 
0.40 
2.82 
142 
14.3
4 
 
excessive vaginal; discharge     35 
3.54 
24.8
2 
96 
9.70 
68.0
9 
2 
0.20 
1.42 
4 
0.40 
2.84 
4 
0.40 
2.84 
141 
14.2
4 
 
high fever5 34 
3.43 
24.1
1 
96 
9.70 
68.0
9 
5 
0.51 
3.55 
2 
0.20 
1.42 
4 
0.40 
2.84 
141 
14.2
4 
 
no fetal movement 50 
5.05 
35.4
6 
77 
7.78 
54.6
1 
5 
0.51 
3.55 
4 
0.40 
2.84 
5 
0.51 
3.55 
141 
14.2
4 
 
excessive fetal movement 14 
1.41 
9.86 
73 
7.37 
51.4
1 
23 
2.32 
16.20 
19 
1.92 
13.38 
13 
1.31 
9.15 
142 
14.3
4 
 
Total 255 
25.7
6 
616 
62.2
2 
45 
4.55 
37 
3.74 
37 
3.74 
990 
100.
00 
Frequency Missing = 11 
 
 
  
Perception on ante natal care services implementation 
Aspects probed Satisfaction rating 
Total 
Frequency 
Percent 
Row Pct 
agre
e + 
agre
e 
undecid
ed 
disagre
e 
disagr
e + 
clinic provide ANcare 
services 
33 
3.30 
23.0
8 
104 
10.4
0 
72.7
3 
1 
0.10 
0.70 
4 
0.40 
2.80 
1 
0.10 
0.70 
143 
14.3
0 
 
service time adequate 22 
2.20 
15.3
8 
112 
11.2
0 
78.3
2 
3 
0.30 
2.10 
4 
0.40 
2.80 
2 
0.20 
1.40 
143 
14.3
0 
 
pregnancy,tetanus imm. 
provided 
44 
4.40 
30.7
7 
98 
9.80 
68.5
3 
0 
0.00 
0.00 
1 
0.10 
0.70 
0 
0.00 
0.00 
143 
14.3
0 
 
council,hygiene, 
infec.prevention 
41 
4.10 
28.6
7 
101 
10.1
0 
70.6
3 
0 
0.00 
0.00 
1 
0.10 
0.70 
0 
0.00 
0.00 
143 
14.3
0 
 
info drugs,tabacco,tetanus 24 
2.40 
16.9
0 
92 
9.20 
64.7
9 
13 
1.30 
9.15 
12 
1.20 
8.45 
1 
0.10 
0.70 
142 
14.2
0 
 
IPT drugs provided 71 
7.10 
49.6
5 
71 
7.10 
49.6
5 
0 
0.00 
0.00 
1 
0.10 
0.70 
0 
0.00 
0.00 
143 
14.3
0 
 
Ante natal card up to date 58 
5.80 
40.5
6 
85 
8.50 
59.4
4 
0 
0.00 
0.00 
0 
0.00 
0.00 
0 
0.00 
0.00 
143 
14.3
0 
 
Total 293 
29.3
0 
663 
66.3
0 
17 
1.70 
23 
2.30 
4 
0.40 
1000 
100.
00 
Frequency Missing = 1 
 
 
  
Perceptions on outcome and results of ante natal care services implementation 
itemr(Aspects probed) 
Q f: Results of ANcare 
implementation) 
Total 
Frequency 
Percent 
Row Pct 
agre
e + 
agre
e 
undecid
ed 
disagre
e 
disagr
e + 
clinic ready to provide ANcare 63 
6.35 
44.6
8 
74 
7.46 
52.4
8 
3 
0.30 
2.13 
1 
0.10 
0.71 
0 
0.00 
0.00 
141 
14.2
1 
 
ANcare delivery-obstacles 
attended to 
10 
1.01 
7.19 
118 
11.9
0 
84.8
9 
7 
0.71 
5.04 
4 
0.40 
2.88 
0 
0.00 
0.00 
139 
14.0
1 
 
ANcare training effective 29 
2.92 
20.2
8 
105 
10.5
8 
73.4
3 
4 
0.40 
2.80 
5 
0.50 
3.50 
0 
0.00 
0.00 
143 
14.4
2 
 
ANcare implm.perceived 
positively 
43 
4.33 
30.2
8 
94 
9.48 
66.2
0 
3 
0.30 
2.11 
2 
0.20 
1.41 
0 
0.00 
0.00 
142 
14.3
1 
 
4 visits, pregnancy, satisfaction 33 
3.33 
23.2
4 
101 
10.1
8 
71.1
3 
4 
0.40 
2.82 
2 
0.20 
1.41 
2 
0.20 
1.41 
142 
14.3
1 
 
Pregnant woman satisfied service 48 
4.84 
33.8
0 
89 
8.97 
62.6
8 
2 
0.20 
1.41 
2 
0.20 
1.41 
1 
0.10 
0.70 
142 
14.3
1 
 
guideline adherence, healthy 
pregnancy 
60 
6.05 
41.9
6 
81 
8.17 
56.6
4 
2 
0.20 
1.40 
0 
0.00 
0.00 
0 
0.00 
0.00 
143 
14.4
2 
 
Total 286 
28.8
3 
662 
66.7
3 
25 
2.52 
16 
1.61 
3 
0.30 
992 
100.
00 
Frequency Missing = 9 
  
3. Mean rating scores for the ante natal constructs investigated and validation of 
the scores using scale reliability testing 
 
The mean score reported in the table of means indicate how positively or negatively 
respondents generally perceived the various aspects which were reported on in the 
composite tables in section 2.  
Values close to 1 indicate high satisfaction and values close to 7 dissatisfaction to a 
great extent. The generally low values reported on all aspects indicate respondent 
satisfaction. 
 
The validity of the mean values to act as representative measures of respondents 
perceptions on the various aspects were tested in scale reliability tests and the 
summary results (followed by the complete analyses) are presented in the scale 
reliability table in this section. Cronbach alpha values greater than 0.7 indicate 
internal consistency reliability. / The mean values presented in the means table can 
thus be taken as valid measure of respondent perceptions 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Table 4.16 
Scale reliability testing. Coefficient alpha 
Summary results on perceptions re implementation of focused ante natal care 
services for specific aspects of service investigated (construct of focused 
Variable Label N 
Mea
n 
Std 
Dev 
Minimu
m 
Maximu
m 
adequa
cy 
provide 
signs 
Implem
ent 
results 
b3: AN facilities-
adequacy,1=agree+,7=disagree- 
c: Satisfactory AN-info to patients 
d: Satisfactory AN complication info to 
p[patients 
e: AN implementation perceptions 
f: Outcome, AN implementation, 
perceptions 
14
0 
14
3 
14
2 
14
3 
14
3 
3.80 
1.76 
1.98 
1.78 
1.78 
0.89 
0.37 
0.69 
0.34 
0.37 
1.00 
1.00 
1.00 
1.00 
1.00 
7.00 
3.43 
5.00 
2.57 
3.00 
  
ante natal care services). Cronbach alpha coefficients for each construct, 
questionnaire items which describe each construct and scores means for 
each construct are reported in the body of the table. 
construct Questionnaire items 
Cronbach 
alpha 
coefficient 
Mean  and s.d 
construct 
score 
Adequacy of ante natal 
facilities available at clinics 
(adequacy) 
b3.1-b3.7 0.78 3.80  
0.89 
 
Satisfaction level with 
information provided during 
ante natal visits (provided) 
c1-c7 0.86 
 
1.76 
 
 
0.37 
 
Satisfaction level with info 
supplied on complications 
(signs) 
d1-d7 0.89 
 
1.98 
 
 
0.69 
 
Perceptions re ante natal 
service implementation at the 
clinics ( Implement) 
e1-e6 0.71 1.78  
0.34 
 
Perceptions on outcome of 
ante natal care services 
implementation (results)  
f1-f7 0.75 1.78 0.37 
 
 
If deemed necessary, cross reference tables between biographical attributes and the 
various constructs can be undertaken to explain the nature of perceptions in more 
detail. 
 
 
 
 
 
 
 
 
 
Complete analyses on scale reliability testing (only added to illustrate the type 
of analyses, not necessary to include all output in dissertation)  
 
7  
Variables: 
b31      b32      b33      b34      b35      
b36      b37 
 
 
  
Simple Statistics 
Variabl
e N Mean 
Std 
Dev Sum 
Minimu
m 
Maximu
m Label 
b31 12
4 
2.830
65 
1.2475
8 
351.000
00 
1.00000 7.00000 rooms adequate 
b32 12
4 
3.088
71 
1.3252
5 
383.000
00 
1.00000 7.00000 room space adequate 
b33 12
4 
4.024
19 
1.2459
0 
499.000
00 
1.00000 7.00000 guidelines/checklists 
adequate 
b34 12
4 
4.080
65 
1.3041
3 
506.000
00 
1.00000 7.00000 facilities, adequate inf. 
Control 
b35 12
4 
4.201
61 
1.4593
7 
521.000
00 
1.00000 7.00000 Lab equipped for 
syphilis tests 
b36 12
4 
4.193
55 
1.4065
9 
520.000
00 
1.00000 7.00000 records & forms 
adequate 
b37 12
4 
4.241
94 
1.3931
9 
526.000
00 
1.00000 7.00000 drugs for ANC 
adequate 
 
 
Cronbach Coefficient Alph
a 
Variables Alpha 
Raw 0.790454 
Standardize
d 
0.789677 
 
 
Cronbach Coefficient Alpha with Deleted Variable 
Deleted 
Variabl
e 
Raw Variables 
Standardized Variable
s 
Label 
Correlatio
n 
with Total Alpha 
Correlatio
n 
with Total Alpha 
b31 0.397028 0.7848
24 
0.403168 0.784013 rooms adequate 
b32 0.352843 0.7936
60 
0.366303 0.790682 room space adequate 
b33 0.516788 0.7641
83 
0.516484 0.762859 guidelines/checklists 
adequate 
b34 0.668628 0.7349
73 
0.672195 0.732132 facilities, adequate 
inf.control 
b35 0.574305 0.7522
96 
0.568202 0.752869 Lab equipped for 
syphilis tests 
b36 0.509538 0.7654
57 
0.497235 0.766523 recors & forms 
adequate 
b37 0.616027 0.7438
92 
0.605371 0.745558 drugs for ANC 
adequate 
  
7  
Variables: 
c1       c2       c3       c4       c5       
c6       c7 
 
 
Simple Statistics 
Variabl
e N Mean 
Std 
Dev Sum 
Minimu
m 
Maximu
m Label 
c1 13
9 
1.834
53 
0.4439
1 
255.000
00 
1.00000 4.00000 pregnancy health 
practices 
c2 13
9 
1.827
34 
0.4953
1 
254.000
00 
1.00000 4.00000 tests conducted, 
pregnancy 
c3 13
9 
1.776
98 
0.4669
2 
247.000
00 
1.00000 3.00000 treatment during 
pregnancy 
c4 13
9 
1.755
40 
0.4314
1 
244.000
00 
1.00000 2.00000 nutrition & breast 
feeding 
c5 13
9 
1.712
23 
0.6729
2 
238.000
00 
1.00000 5.00000 birth preparedness 
c6 13
9 
1.654
68 
0.5344
9 
230.000
00 
1.00000 4.00000 labour & delivery 
c7 13
9 
1.719
42 
0.5251
5 
239.000
00 
1.00000 4.00000 fam planning, birth 
spacing 
 
 
Cronbach Coefficient Alph
a 
Variables Alpha 
Raw 0.850663 
Standardize
d 
0.860519 
 
 
Cronbach Coefficient Alpha with Deleted Variable 
Deleted 
Variabl
e 
Raw Variables 
Standardized Variable
s 
Label 
Correlatio
n 
with Total Alpha 
Correlatio
n 
with Total Alpha 
c1 0.683965 0.8217
23 
0.686776 0.832566 pregnancy health 
practices 
c2 0.642193 0.8255
53 
0.655122 0.837089 tests conducted, 
pregnancy 
c3 0.654260 0.8246
34 
0.668516 0.835181 treatment during 
pregnancy 
c4 0.602326 0.8325
12 
0.604263 0.844247 nutrition & breast 
feeding 
c5 0.503931 0.8561
53 
0.502837 0.858126 birth preparedness 
  
Cronbach Coefficient Alpha with Deleted Variable 
Deleted 
Variabl
e 
Raw Variables 
Standardized Variable
s 
Label 
Correlatio
n 
with Total Alpha 
Correlatio
n 
with Total Alpha 
c6 0.696237 0.8167
20 
0.694022 0.831523 labour & delivery 
c7 0.586826 0.8335
25 
0.587995 0.846508 fam planning, birth 
spacing 
  
7  
Variables: 
d1       d2       d3       d4       d5       
d6       d7 
 
 
Simple Statistics 
Variabl
e N Mean 
Std 
Dev Sum 
Minimu
m 
Maximu
m Label 
d1 13
8 
1.826
09 
0.7340
8 
252.000
00 
1.00000 5.00000 rapture of membranes 
d2 13
8 
1.746
38 
0.7742
3 
241.000
00 
1.00000 5.00000 vaginal haemorrhage 
d3 13
8 
1.884
06 
0.6735
1 
260.000
00 
1.00000 5.00000 dizziness, fainting 
d4 13
8 
1.855
07 
0.7102
0 
256.000
00 
1.00000 5.00000 excessive vaginal; discharge        
d5 13
8 
1.876
81 
0.7194
2 
259.000
00 
1.00000 5.00000 high fever 
d6 13
8 
1.804
35 
0.8445
5 
249.000
00 
1.00000 5.00000 no fetal; movement 
d7 13
8 
2.572
46 
1.1066
3 
355.000
00 
1.00000 5.00000 excessive fetal movement 
 
 
Cronbach Coefficient Alph
a 
Variables Alpha 
Raw 0.886408 
Standardize
d 
0.898594 
 
 
Cronbach Coefficient Alpha with Deleted Variable 
Deleted 
Variabl
e 
Raw Variables 
Standardized Variable
s 
Label 
Correlatio
n 
with Total Alpha 
Correlatio
n 
with Total Alpha 
d1 0.580206 0.8810
79 
0.588569 0.896588 rapture of membranes 
d2 0.689497 0.8685
67 
0.702408 0.883684 vaginal haemorrhage 
d3 0.718724 0.8671
20 
0.722520 0.881351 dizziness, fainting 
d4 0.775677 0.8598
91 
0.785604 0.873930 excessive vaginal; discharge     d5  
high fever 
d5 0.811086 0.8555
75 
0.812689 0.870695 d5 
  
Cronbach Coefficient Alpha with Deleted Variable 
Deleted 
Variabl
e 
Raw Variables 
Standardized Variable
s 
Label 
Correlatio
n 
with Total Alpha 
Correlatio
n 
with Total Alpha 
d6 0.766261 0.8583
57 
0.767740 0.876048 no fetal; movement 
d7 0.549217 0.8996
24 
0.550513 0.900790 excessive fetal movement 
 
 
 
 
 
 
7  
Variables: 
e1       e2       e3       e4       e5       
e6       e7 
 
 
Simple Statistics 
Variabl
e N Mean 
Std 
Dev Sum 
Minimu
m 
Maximu
m Label 
e1 14
2 
1.852
11 
0.6296
1 
263.000
00 
1.00000 5.00000 clinic provide ANC 
services 
e2 14
2 
1.964
79 
0.6459
0 
279.000
00 
1.00000 5.00000 service time adequate 
e3 14
2 
1.704
23 
0.5023
2 
242.000
00 
1.00000 4.00000 Pregnancy, tetanus imm. 
provided 
e4 14
2 
1.725
35 
0.4931
4 
245.000
00 
1.00000 4.00000 counsel, hygiene, 
infec.prevention 
e5 14
2 
2.112
68 
0.8086
3 
300.000
00 
1.00000 5.00000 info drugs, tobacco, 
tetanus 
e6 14
2 
1.521
13 
0.5421
0 
216.000
00 
1.00000 4.00000 IPT drugs provided 
e7 14
2 
1.598
59 
0.4919
2 
227.000
00 
1.00000 2.00000 Ante natal card up to date 
 
 
Cronbach Coefficient Alph
a 
Variables Alpha 
Raw 0.666249 
Standardize
d 
0.710511 
 
 
Cronbach Coefficient Alpha with Deleted Variable 
Deleted 
Variabl
e 
Raw Variables 
Standardized Variable
s 
Label 
Correlatio
n 
with Total Alpha 
Correlatio
n 
with Total Alpha 
e1 0.199817 0.6823
59 
0.225388 0.724713 clinic provide ANC 
services 
e2 0.197348 0.6846
65 
0.215517 0.726987 service time adequate 
e3 0.586071 0.5797
00 
0.592555 0.632299 pregnancy,tetanus imm. 
provided 
e4 0.691513 0.5535
29 
0.684482 0.606651 council,hygiene, 
infec.prevention 
e5 0.249186 0.6890
50 
0.266552 0.715117 info 
drugs,tabacco,tetanus 
 
 
 
 
 
 
Cronbach Coefficient Alpha with Deleted Variable 
Deleted 
Variabl
e 
Raw Variables 
Standardized Variable
s 
Label 
Correlatio
n 
with Total Alpha 
Correlatio
n 
with Total Alpha 
e6 0.423909 0.6186
46 
0.456036 0.668491 IPT drugs provided 
e7 0.525158 0.5967
09 
0.551942 0.643299 Ante natal card up to date 
 
 
 
 
 
 
7  
Variables: 
f1       f2       f3       f4       f5       
f6       f7 
 
 
Simple Statistics 
Variabl
e N Mean 
Std 
Dev Sum 
Minimu
m 
Maximu
m Label 
f1 13
6 
1.595
59 
0.5757
9 
217.000
00 
1.00000 4.00000 clinic ready to provide ANC 
f2 13
6 
2.029
41 
0.4859
7 
276.000
00 
1.00000 4.00000 ANC delivery-obstacles 
attended to 
f3 13
6 
1.889
71 
0.5795
6 
257.000
00 
1.00000 4.00000 ANC training effective 
f4 13
6 
1.764
71 
0.5608
9 
240.000
00 
1.00000 4.00000 ANC implm.perceived 
positively 
f5 13
6 
1.845
59 
0.5947
8 
251.000
00 
1.00000 5.00000 4 visits, pregnancy, 
satisfaction 
f6 13
6 
1.720
59 
0.6048
1 
234.000
00 
1.00000 5.00000 Pregnant woman satisfied 
servic 
f7 13
6 
1.617
65 
0.5172
4 
220.000
00 
1.00000 3.00000 guideline adherence, healty 
pregnancy 
 
 
Cronbach Coefficient Alph
a 
Variables Alpha 
Raw 0.751106 
Standardize
d 
0.753913 
 
 
Cronbach Coefficient Alpha with Deleted Variable 
Deleted 
Variabl
e 
Raw Variables 
Standardized Variable
s 
Label 
Correlatio
n 
with Total Alpha 
Correlatio
n 
with Total Alpha 
f1 0.447529 0.7254
24 
0.450702 0.728305 clinic ready to provide ANC 
f2 0.506062 0.7147
63 
0.507399 0.715879 ANC delivery-obstacles 
attended to 
f3 0.341628 0.7488
50 
0.357112 0.748158 ANC training effective 
f4 0.483343 0.7173
78 
0.485741 0.720662 ANC implm.perceived 
positively 
f5 0.561922 0.6985
15 
0.552543 0.705764 4 visits, pregnancy, 
satisfaction 
 
 
 
 
 
 
Cronbach Coefficient Alpha with Deleted Variable 
Deleted 
Variabl
e 
Raw Variables 
Standardized Variable
s 
Label 
Correlatio
n 
with Total Alpha 
Correlatio
n 
with Total Alpha 
f6 0.449857 0.7254
77 
0.443035 0.729962 Pregnant woman satisfied 
servic 
f7 0.496683 0.7153
82 
0.495826 0.718440 guideline adherence, healthy 
pregnancy 
 
Annexure  G      Letter from the editor 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
